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Infections Complicating Surgery 


Postoperative infections after ab- 
dominal surgery continue to plague the 
surgeon. Despite scrupulous adherence 
to aseptic techniques, and the employ- 
ment of antiseptics and antibiotics, a 
stubborn percentage of postoperative in- 
fections persists. These are often suffi- 
cient to produce morbidity or mortality 
after the most carefully planned and me- 
ticulously performed surgical proced- 
ures. As a consequence, a return to basic 
studies of such infections is imperative, 
and closer liaison with the bacteriologist 


is necessary. 


1, recent years, many surgeons 
have assumed that there are no longer 
problems in the prevention or the con- 
trol of surgical infections since a wide 
selection of antibiotic agents is avail- 
able. Nothing could be further from the 
truth, This belief is not only erroneous, 
but may lead to the assumption of un- 
justified hazards. Many of the same old 
problems persist, and new ones have 
arisen with the introduction of each new 
antibotic agent. Therefore, surgical 
bacteriology still maintains now, as it 
has in the past, its position of relative 
importance in clinical surgery. 

True as it may be that we have means 
of controlling many infections, it is also 
true that bacteriologic studies and sensi- 
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EDWARD J. KROL, M.D. 
Chicago, Illinois 


tivity tests are more important than ever 
for the successful utilization of these 
means. It is questionable whether or not 
there are fewer infections now than five, 
ten, or fifteen years ago. The number 
of specimens of pus submitted to clinical 
bacteriological laboratories for culture 
is greater now than it was then. In 
addition there are occurring recently an 
ever increasing number of severe and 
often fatal infections which are pro- 
duced by bacteria that have acquired re- 
sistance to most or all of the available 
antibiotic agents. Review of the litera- 
ture reveals reports from many hos- 
pitals, here and abroad, suggesting that 
postoperative infections of surgical 
wounds may have become more fre- 
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quent, or noticeable, since the advent of 
antibiotics. Two factors may have played 


a role in producing this paradox, namely, 
increasing drug resistance and increas- 
ing virulence of bacteria in response to 
increased use of antibiotics, and over- 
confidence due to the availability of the 
antibiotics, Some observers believe that 
staphylococci and other organisms in- 
criminated in wound infections have not 
increased in virulence to a significant 
extent, and the deterioration of aseptic 
surgical technique accounts for any in- 
crease in postoperative infections.’ Com- 
petent authorities believe that strict 
aseptic and antiseptic discipline are at 
least as important now as they were 
before antibiotics became available. 

In a ten-year study, Dineen and 
Pearce® found that wound infections are 
usually associated with breaks in tech- 
nique, weakened host resistance, or 
“persistent” organisms. They point out 
that persistent staphylococci live in both 
the patient and the physician, but cause 
little trouble unless provoked by a low- 
ering of resistance, possibly associated 
with viral infection. 

H. Welsh, “Principles and Practice of 
Antibiotic Therapy,” states that staphy- 
lococcus “probably is the cause of more 
infections in man (not including the 
common cold) than any other known 
microorganisms.” 

He also states: “Although it is quite 
well established that from 50-57% of 
normal subjects may be carriers of 


Presented at the Thirteenth Annual Teaching 
Seminar of The International Academy of 
Proctology, Tuesday, April I1, 1961, 9:30 A.M.., 
The Drake, Chicago, Illinois. 


From the Department of Surgery, Stritch 
School of Medicine of Loyola University, Chi- 
cago; Senior Surgeon, Holy Cross Hospital, 
Chicago, Illinois. 


staphylococci, the important considera- 
tion is the number of individuals under 
hospital care and among the general 
population who are carriers of strains 
of the organism resistant to penicillin 
and other available antibiotics.” 

Staphylococcal Sepsis A long 
and detailed study of staphylococcal 
wound sepsis has been made by Barnes 
and his co-workers.** They have re- 
viewed all cases observed in the Massa- 
chusetts General Hospital during a 
twenty-year period. On the basis of very 
strict criteria, the incidence of septic 
complications in clean abdominal herni- 
orrhaphy and hysterectomy incisions 
was 4.3 percent, There was no evidence 
that there had been any variation in the 
incidence of sepsis over the entire 
period, and routine prophylactic anti- 
biotics had not changed the incidence. 

Comparative study of 3,089 gastrec- 
tomies showed that the incidence of 
postoperative sepsis was 16 percent from 
1932 to 1940, when it dropped sharply, 
to remain at a level of 4.1 percent from 
1941 to 1953; the influence of adequate 
blood replacement is cited as one prob- 
able reason for this improvement.”° In 
the years 1954 to 1958, the figure had 
risen again to 9.4 percent; though it 
was 5.5 percent on the private service 
at that time; the reason for this last 
increase is not clear, but the increased 
number of poor-risk general-ward pa- 
tients is important. 

At our Holy Cross Hospital, Chicago, 
Illinois, in a recent survey of some 9,990 
major abdominal surgical cases for the 
period of January 1955 through Septem- 
ber 1960, the number of infections 
ranged from six to 12 per year, or a 
total number of fifty-three (.53%) for 
the five-year period (Tables 1 and 2). 


These figures, in comparison with the 
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TABLE 1 ABDOMINAL SURGERY POSTOPERATIVE INFECTIONS 


January 1955 through September 1960 

Holy Cross Hospital, Chicago, Illinois 
1955 1956 1957 1958 1959 1960 Total 
1. Total Major Surgical Cases ... 1,606 1,842 1,743 1,602 1,773 1,424 9,990 
2. Number of Infections 6 10 12 12 5 8 53 


3. Percentages 37% 54% 68% .74% .28% .56% .53% 





over all figures of the country, seem to 
be very low. Our only explanation is 
that probably not all infections were re- 
ported, or else became evident after the 
patients left the hospital and therefore 
were not included in the above statistics. 

The offending microorganisms in or- 
der of frequency were, Staphylococcus 
Aureus, Escherichia Coli, Alpha Hemo- 
lytic Streptococci, Beta Hemolytic Strep- 
tococci, Non-Hemolytic Streptococci, 


Pseudomonas Aeruginosa, Monilia 
Spore, and unspecified (where no cul- 


tures were run). 

The overall therapeutic effects of 
tetracyclines and oxytetracyclines in 
hospital infections has been studied by 
Mel,* Lamphier,‘ Schlicke and Ander- 
son® and numerous other 
They were of the opinion that the re- 
sults of oxytetracycline therapy were 
both better and more uniform. Surgical 
infections in which these results were 
obtained included both localized and 
generalized peritonitis, after appendi- 
ceal perforations, peritonitis after per- 
foration of gastric, or duodenal, ulcer, 
subhepatic abscesses, gangrenous chole- 
cystitis, lung abscesses, and thrombo- 
phlebitis of the lower extremities. Un- 
satisfactory results were obtained with 
both tetracycline and oxytetracycline in 
acute pancreatitis. 

Signs and symptoms of hepatic in- 


observers. 
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sufficiency following various intestinal 
surgical procedures have been ascribed, 
in part, to disturbance in the bacterial 
flora. These have been successfully 
treated with oxytetracycline.® 

Intestinal Obstruction and Bowel 
Gangrene  Due,® on the basis of his 
experimental findings, concludes that 
oxytetracycline is of great value as ad- 
junctive treatment in surgical intestinal 
obstruction and may prolong the time 
period before irreversible bowel changes 
appear; i.e., the time during which sur- 
gery may still be performed with hope 
of success. Similarly, Schlicke® calls at- 
tention to the value of oxytetracycline 
and chlortetracycline as adjuncts in the 
treatment of gangrenous gut, This, how- 
ever, does not hold true when oxytetra- 
cycline is administered intravenously as 
demonstrated by Maullo.’° 

Gas Gangrene Rapid control of 
infection in cases of gas gangrene has 
been reported with the use of oxytetra- 
cycline.’!'*:13 In a very serious case of 
gas gangrene, oxytetracycline was used 
interarterially with excellent results. 
The “tetracycline” drugs have been 
given part of the credit for the reduction 
of mortality which has occurred in per- 
forative injuries of the colon and 
rectum. 

The use of broad-spectrum antibiotics 
has improved the prognosis of the lower 
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gastrointestinal tract to such an extent 
that, in selected cases, primary closure 
may be considered the procedure of 
choice.’® 
Infections of the Biliary Tract 

Effective treatment of infections which 
complicate operations on the gallbladder 
and bile ducts demands that the causa- 
tive microorganisms be identified if 
possible, the appropriate antibiotic be 
administered, and the physical or func- 
tional conditions predisposing to infec- 
tion be corrected. Such conditions may 
include inadequate drainage of the 
wound, blood disorders, or metabolic 
defects.?° 

Unlike penicillin, oxytetracycline is 
well excreted into the biliary pas- 
sages.""''® The concentrations of oxy- 
tetracycline in gallbladder and common 
hepatic duct bile has been determined 
at cholecyctectomy in patients who had 
received single doses of antibiotic. The 
rate of excretion of oxytetracycline into 
the biliary tract is independent of the 
apparent liver function test. Even in 
most intense cases of jaundice, the ex- 
cretion of oxytetracycline does not 
appear to be completely interrupted. 

When direct access to the biliary pas- 
sages is available, the injection of ap- 
propriate antibiotics may control local 
infection and sterilize the bile. Salem- 
bier’® used a mixture of streptomycin, 
or oxytetracycline, when choledochotomy 
has been performed for gallbladder 
stone. 


Minimal postoperative complica- 
tions are seen with this method of 
management. 


Preoperative Preparation of Bowel 

Administration of antibiotics prior to 
intestinal surgery is widely considered 
to be helpful and desirable. Numerous 
experimental and clinical studies have 


been performed on this subject with 
varying results. It is now generally 
agreed, however, that combination of 
neomycin and one of the tetracycline 
group of antibiotics is the preferred 
medication. Dearing notes that oral 
neomycin is less efficient alone than when 
it is given in combination.”° Tetra- 
cycline drugs are also less desirable 
alone than when given in combination. 
Neomycin helps ensure that resistant 
staphylococcal strains will have much 
less chance to make headway in the 
preoperative period. 

Poth?! reports very excellent results 
with the combination of neomycin and 
sulfathaladine — combining antibiotic 
and a chemotherapeutic drug in the 
preoperative preparation of the intestine. 

I have found this routine to be very 
successful and have never had cause to 
regret the use of this combination. 

Peritonitis A number of studies 
have shown that oxytetracycline is effec- 
tive in the prophylaxis and treatment of 
experimental peritonitis. Pulaski et al?? 
compared the effectiveness of six anti- 
biotics in diffuse peritoneal infection 
produced in the rat by perforating the 
cecum and injecting sterile mucin solu- 
tion intraperitoneally in order to pre- 
vent closure of the perforation. The anti- 
biotics were administered four hours 
after this operation. Oxytetracycline was 
shown to have two important advan- 
tages: (1) It gave the best survival 
rates, and (2) surviving oxytetracycline 
treated animals became more active 
more rapidly than animals treated with 
other antibiotics. The percentage of sur- 
vival was: oxytetracycline, 73%; strep- 
tomycin, 70%; chlortetracycline, 63% ; 
neomycin, 60% ; chloramphenicol, 55% ; 
penicillin, 36% and for controls given 
saline instead of antibiotics, 13%. 


300 THE AMERICAN JOURNAL OF PROCTOLOGY 








TABLE 2 


INFECTION CLASSIFICATION 


Abdominal Surgery Postoperative Infections 
January 1955 through September 1960 
Holy Cross Hospital, Chicago, Illinois 


1955 
6—Unspecified 


1956 


9—Unspecified 
1—Staphylococcus Aureus 
+2 Proteus—SP. +3 


1958 
1—Staphylococcus Aureus 
+4 
1—Staphylococcus Aureus 
+4 (after prolonged in- 
cubation) 
4—Unspecified 
1—Escherichia Coli=Plus 3 
1—Beta Hemolytic Strep- 


1959 


1—Staphylococcus Aureus 
+2 Proteus sp +3 

1—Unspecified 

1—Pseudomonas Aerugi- 
nosa +4 Staphylococcic 

2—Escherichia Coli +3 
Non-Hemolytic Strepto- 
cocci +2 








1957 tococci +4 1960 


9—Unspecified 

1—Staphylococcus Aureus 
+3 Strep. Fecalis +1 
Streptococcus Fecalis 
+3 and E. Coli +2 

1—Escherichia Coli +3 

1—-Staphylococcus Aureus 
+4 (Coag. +1) 


1—Beta Hemolytic Strep- 
tococci +2 Non-Hem- 
olytic Streptococci +3 
1—Staphylococcus Aureus 
-+4 (Coagulase Positive) 
1—Staphylococcus Aureus 
+3 Alpha-Hemolytic 
Streptococci +2 
1—Proteus sp. +3 


1—Staphylococcus Aureus 
+3 (Coagulase Positive) 

1—Staphylococcus Aureus 
+3 

2—Staphylococcus Aureus 
+4 

1—Unspecified 

1—Beta-Hemolytic Strepto- 
cocci +3 Staphylococcus 


Staphylococcus Aureus 
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Aureus +2 
1—Escherichia Coli +3 
Staphylococcus Aureus 
+2 
1—Staphylococci Aureus 
+2 Monilia Spo. +3 





In the treatment of peritonitis in the 
human, laparotomy usually has to fol- 
low immediately upon confirmation of 
the diagnosis. The value of peritoneal 
cleansing with physiological saline re- 
mains under discussion, Application of 
disinfectants is valueless, but instillation 
of antibiotics, in combination with their 
systemic administration, is indicated.° 

Antibiotics cannot be considered sub- 
stitutes for good surgical techniques, but 
their use has made possible a bold one- 
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stage approach to surgical problems 
formerly very difficult to solve. 

Antibiotic Reactions H. Welch, 
et al,?* in an extensive survey covering 
a three-year period (1953-1957), includ- 
ing 800 hospitals and interviews with 
more than 1,600 physicians, demon- 
strates the growing incidence of severe 
reactions to antibiotics. 

Of the 1,070 life-threatening cases, 
there were 809 anaphylactoid reactions, 
107 superinfections, 70 skin reactions, 
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46 blood dyscrasias and 38 angioneu- 
rotic edema with cerebral, or respira- 
tory, involvement. Non-life-threatening 
cases, largely angioneurotic edema, num- 
bered 1,925, making a total of 2,995 
reactions reported in this survey. 

Penicillin was involved in 901 (84%) 
of the 1,070 life-threatening reactions, 
and of these, 83 patients died. The ma- 
jority of severe penicillin reactions were 
of the anaphylactoid shock type (793) 
with a fatality rate of 9%. No deaths 
occurred in these cases involving oral 
penicillin. 


In the blood dyscrasia group, 23 of 
27 deaths were due to aplastic anemia 
and were frequently associated with the 
use of chloramphenicol. 

The tetracyclines account for most of 
the severe superinfections of which most 
are enterocolitis, either proven staphylo- 
coccal or those cases not verified by 
culture. Of the 75% proven to be due 
to staphylococcus, 60% followed ab- 
dominal surgery, and there was a 34% 
mortality. Of the enterocolitis in which 
no cultures were run, the mortality rate 
was 52%. 


Summary 


A closer cooperation between the 


surgeon and bacteriologist is indi- 


cated. With the increasing resistance 


of bacteria to antibiotics, more infec- 


tions seem inevitable and_ higher 


specificity in treatment is imperative. 
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Left-Sided Colonic Diseases .. . 


Masquerading as Acute, Fulminating 


APPENDICITIS 


DONALD C. COLLINS, M.D., F.A.C.S., F.I.C.S. 


QO, October 13, 1960, Doctor 
Manuel E. Lichtenstein,® of Chicago, 
Illinois, made the statement at a scien- 
tific meeting of The Hollywood Academy 
of Medicine, that obstructing lesions of 
the left colon were capable of producing 
classic examples of appendicitis. This 
pronouncement immediately aroused my 
curiosity. Since 1923, I have been con- 
tinuously studying the varied inflamma- 
tory and obliterative reactions of the 
human vermiform appendix. In 1955,} 
I summarized the results of my study 
upon fifty-thousand specimens of the 
appendix vermicularis. This contribu- 
tion was widely abstracted and com- 
mented upon in the world’s medical 
literature. At that time, this article con- 
stituted one of the larger and more 
authoritative studies published upon this 
subject. 

At present, there are more than 61,118 
appendiceal protocols from which to 
draw data and general conclusions. I 
thought it might prove of interest to 
this audience to evaluate the contention 
of Doctor Lichtenstein. It is agreed that 
the syndrome called: “spastic colitis” 
may produce possibly milder, similar, 
clinical episodes in those under the age 


Hollywood, California 


of forty years. However, to prove be- 
yond the shadow of a doubt the exist- 
ence of the clinical syndrome of “spastic 
colitis” would be most difficult. 

Thus, it was thought that a search for 
actual proven obstructing lesions of the 
left colon, such as: various neoplasia, 
diverticulitis, and volvulus would be a 
far safer and decisive approach to this 
problem, that would not be a target for 
the criticism as to its actual existence. 

Therefore, it was arbitrarily decided 
to carefully review the protocols of 
those individuals over the age of forty 
years and ascertain how many actually 
had bona fide obstructing lesions in the 
left colon, in this collection of 61,118 
instances of predominantly varying de- 
grees of appendicitis. In a previous 
recent study,? it was shown that 95.2 


Dr. Collins it Assistant Professor of Surgery, 
College of Medical Evangelists, Los Angeles; 
Visiting Physician, (Surgery), Los Angeles 
County General Hospital; Senior Attending 
Surgical Staff, Hollywood-Presbyterian Hospital; 
Consulting Surgical Staff, St. Joseph's Hospital, 
Burbank, California; Attending Surgical Staff, 
The La Brea Hospital, Hollywood 46, California. 


Presented before the Thirteenth Annual Teach- 
ing Seminar of The International Academy of 
Proctology, The Drake Hotel, Chicago, Illinois: 
11:30 A.M., Monday, April 10, 1961. 
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percent of one-thousand instances of 
diverticulitis coli occurred after the age 
of forty years, Similar clinical experi- 
ence likewise pertains to colonic carci- 
noma, and to a lesser extent with colonic 
volvulus. 

There is a constantly small group of 
patients who initially present the classi- 
cal symptoms and signs of various de- 
grees of appendicitis, but whose causa- 
tive factors are directly attributable to 
unsuspected obstructing pathologic en- 
tities, predominantly neoplastic, of the 
left half of the large bowel. Failure to 
promptly appreciate the existence of 
such an instance may produce a tragedy 
for that particular patient, due to the 
negligent wasting of optimum operative 
time for the complete excision of such a 
neoplasm before the onset of distant 
metastases. In such an unfortunate situa- 
tion, that person is needlessly doomed to 
an unnecessarily early death. 

Embryologically, the right half of the 
colon is derived from the mid-gut and 
primarily functions as an absorptive 
mechanism to remove and conserve both 
the fluid electrolyte contents within the 
lumen of the proximal half of the colon. 
This colonic segment possesses a poorly 
developed circular muscularis in_ its 
walls, and as a consequence has a thin- 
walled large lumen caliber. In contra- 
distinction, the left half of the colon is 
derived from the more recently devel- 
oped hind-gut. This portion of the large 
intestine exhibits a smaller lumen diam- 
eter (which can easily become ob- 
structed by neoplasia), and is thick 
walled with a powerful circular muscu- 
laris. This distal half of the colon prin- 
cipally functions for the continued pro- 
pulsion of the feces caudad towards 
the rectum, for ultimate disposal by 
defecation. 
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The human vermiform appendix is 
quite susceptible to rapidly acute gan- 
grenous appendicitis, whenever its lu- 
men becomes plugged by nonabsorbable 
intralumenal contents. The resultant 
rapidly lumenal 
from such an obstruction, quickly cuts 
off the “end-vessel” type vascular and 
lymphatic supply to the appendix distal 
to the site of the lumen obstruction. 
There is no collateral vascular, nor lym- 
phatic, circulation to the human appen- 
dix, except at its basilar one centimeter 
junction with the cecum. As a conse- 
quence, a rapidly progressive “blind 
loop” intestinal obstruction rapidly de- 
velops that frequently produces fulmi- 
nating, acute, perforative appendicitis. 

Any obstructing lesion of the left half 
of the large bowl may initiate powerful 
reverse peristalsis and drive undigested 
foreign intralumenal material into the 
appendiceal lumen and plug it tightly 
closed. Thus, it becomes obvious why, 
when operating upon any individual past 
the age of forty years for acute appendi- 
citis, it is mandatory to make a surgical 
incision large enough to permit the 
quick exploration by gentle palpation of 
the distal half of the large bowel for a 
possible unsuspected obstructing lesion, 
before performing an appendectomy. It 
is important to keep these facts in mind 
and not be caught unawares with such 
a syndrome upon your hands in the 
postappendectomy care of your patient. 

Charts I and II summarize the salient 
points of this study and tabulate this 
large mass of data for the convenience 
of the reader. 

Of the total number of 61,118 appen- 
diceal specimens in this study, 16.66 
percent (10,181 appendices) were de- 
rived from individuals past the age of 
forty years, Those over forty years of 


increasing pressure 
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CHART | 


SOURCE: 
I. SURGICAL: 
TYPE OF LESION: 
Perforative or Gangrenous 5,634 
8,234 
8,004 
20,369 


12,223 


Simple Acute 
Subacute 
Chronic 
Prophylactic Appendectomy .... 
Miscell. Lesions 
II. PosTMORTEM: 
(Various, (14, 134)—82.7% stated 
to be “Not Remarkable.” ) 


TOTALS: 61,118 


WHOLE — SERIES: 


NUMBER 


SOURCE OF MATERIAL 


PATIENTS OVER FORTY YEARS: 
PERCENT OF 
10,181 
10.3 
11.8 
127 
40.7 
10.3 

0.8 


PERCENT OF 
61,118 

9.2 
13.4 
13.0 
33.6 
20.0 

32 


NUMBER 
1,060 
1211 
1,302 
4,183 
1,054 

80 


1,291 
10,181 





age, 3.08 percent (317 instances) pos- 
sessed various obstructing lesions of the 
distal half of the large bowel. Three hun- 
dred and seventeen having distal colonic 
obstructions, 82.3 percent, demonstrated 
the presence of obstructing colonic car- 
cinomas, An additional 3.8 percent (12 
patients) exhibited obstructing colonic 
sarcomas of varying types. Finally, 0.6 
percent (2 individuals) possessed one 
instance of an obstructing carcinoid 
tumor and one example of a stenosing 
endometriosis of the sigmoid colon. 
There were ‘thirty patients that demon- 
strated the presence of stenosing colonic- 
sigmoidal diverticulitis (9.46 percent). 
Thus, a total of 86.75 percent (275 in- 
dividuals) demonstrated various types 
of advanced, clinically unsuspected ob- 
structing neoplasia of the left-half of 
the large bowel that had produced vary- 
ing degrees of appendicitis as the first 
clinical sign of their presence. Volvulus 
contributed to the final remaining inci- 
dence of twelve examples (3.79 percent). 

In this study, benign intermural leio- 
myomata and various benign colonic 
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polyps were not included for considera- 
tion. On an average, 4.6 months were 
lost from the date of the appendectomy, 
before a clinical diagnosis of a left 
colonic obstructing lesion was made. In 
only thirty-two persons (10.09 percent) 
was the presence of a left-sided large 
bowel obstructing lesion correctly diag- 
nosed at the appendectomy, and ade- 
quate surgical preparations begun for 
its immediate excision. Twenty-five of 
these individuals (78.13 percent) dem- 
onstrated five-year survivals after their 
definitive colonic surgery. None of the 
“missed” colonic obstructions in the 
left colon were alive five years after their 
greatly delayed colonic surgical therapy. 
The five-year survival rate for the total 
number of 275 patients demonstrating 
obstructing left colonic neoplasia was a 
dismal 9.01 percent. 

Discussion: From this study of an 
adequate number (10,181) of human 
appendices, in those over the age of 
forty years, we may expect an incidence 
in the neighborhood of three percent 
will have their appendiceal disease 
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President's Page 


A Few Important Notes 


In order that our members in States without Chapters 
may have better representation at the Annual Teaching 
Seminar, there will be a number of Delegates-at-Large 
appointed from various States. These, of course, will be 
chosen from those interested members who filled out and 
returned their questionnaires. This should make more equi- 
table the representation afforded the majority of the members 
in the Academy. 


As indicated by your questionnaire, there is a variety of 
cities designated by the membership as possible locations for 
the Academy meetings in 1963 and 1964. The result will 
influence the Board of Trustees in their choice of Teaching 
Seminar locations for the next 2 or 3 years. If you have not 
filled out your questionnaire you should do so immediately. 
If, by chance, you fail to receive one, write for yours. The 
tabulations may determine policy for the Academy in the 
immediate future. 


The recent questionnaires brought sharply to our atten- 
tion the increasing number of members being retired by age 
or disability. This, in turn, indicates the need for replacement 
of these men by younger, well-qualified general surgeons and 
proctologists. We desire one or two good men from each 
State this year. Get these applications in early so they may 
be processed well ahead of the annual meeting. 












Our next Teaching Seminar at the Hotel Fontainebleau, 
Miami Beach, Florida, February 24th thru March 1, will be 
an outstanding one, with such special features as one entire 
morning devoted to the “Use and Abuse of the Proctoscope.” 
This procedure will consist of the use of six manikins for 
demonstration and actual practice of sigmoidoscopic tech- 
niques by members of the audience under the able tutelage 
of Dr. Caesar Portes of Chicago. 














You will note other unusual features in the printed pro- 
gram, which should reach your hands in the near future. 
You will be highly pleased with the educational value therein. 
This, together with the extraordinary facilities for recreation 
and entertainment at the Fontainebleau, makes this the most 
worthwhile week of the winter season for you. Send in your 
reservations TODAY ! 


LyMAN M. McBrype, M.D. 

















CHART Il TYPES OF LEFT COLONIC LESIONS PRODUCING 
APPENDICITIS IN PATIENTS OVER FORTY 








SOURCE: 10,181 CASES: UNSUSPECTED LEFT COLONIC LESION: 
TYPE OF LESION AND NUMBER 
NUMBER PERCENT NUMBER NUMBER TYPE 
Perforative & Gangrenous ... 1,060 10.3 84 70 Carcinoma 
10 Diverticulitis coli 
2 Sarcoma 
2 Volvulus 
Simple, Acute ............. 1211 11.8 79 69 Carcinoma 
6 Diverticulitis coli 
4 Volvulus 
NNN os GN fee x! rds is ester d 1,302 12.7 97 81 Carcinoma 
8 Diverticulitis coli 
7 Sarcoma 
1 Volvulus 
ROME Darrin canes an ee ee 4,183 40.7 41 32 Carcinoma 
4 Volvulus 
3 Diverticulitis coli 
2 Sarcoma 
Prophylactic Appendectomy.. 1,054 10.3 12 6 Carcinoma 
3 Sarcoma 
2 Diverticulitis coli 
1 Volvulus 
Miscellaneous Lesions ..... 80 0.8 1 1 Carcinoma 
(2) (1. Carcinoid Tumor 
(1 Endometriosis Coli 
POSIMONEM: 36... os eas 1,291 12.6 3 2 Carcinoma 
1 Diverticulitis coli 
MOUWER?  sayekk aes ceee 10,181 99.2 317 261 Cas.: 82.33% 
30 Divert.: 9.46% 
12 Volvul.: 3.79% 
12 Sarcom.: 3.79% 
(2) Mise. L.: 0.63% 
(NOTE: 317 is 3.08 percent of 10,181.) 317 100.00% 
(Vol. 12, No. 5) October, 1961 














caused by unrecognized obstructing left 
large bowel lesions. Worse still is the 
fact that 86.75 percent of these obstruct- 
ing unsuspected left colonic pathologic 
entities will be malignant, with many of 
them having been in existence already 
too long a period of time; in fact, long 
enough to close off the colonic lumen 
growth. In most indi- 
group, an adequately 


by intralumenal 
viduals of this 
large enough incision that quickly per- 
mits easy and gentle exploration of the 
left half of the large bowel, before per- 
forming an appendectomy for obvious 
appendicitis, will not today appreciably 
increase either the operative risk or the 
postoperative morbidity. Those persons 


whose obstructing malignancy was dis- 
covered at their initial appendectomy 
and given prompt surgical care, 78.13 


¢ percent, demonstrated five-year survival 
‘rates. None of the “missed” colonic ob- 


structing lesions that were neoplastic 
were alive five years after their appen- 
dectomy. 

Thus, the real taking 
just a little more time is quite obvious 
in those patients past the age of forty, 


value of 


to carefully and quickly explore the 


* distal half of the left large bowel, before 


doing an appendectomy, Such a maneu- 
ver may save your patient’s life and 
thereby salvage more individuals from 
needless deaths from colonic neoplasia. 


Conclusions 


1. Sixty-one thousand, one hundred 
eighteen specimens of the human 
vermiform appendix have been con- 
tinuously studied since 1924, 

2. From this data, it appears that 
about three percent of patients over 
the age of forty years, and suffering 
from appendicitis, will have an ac- 
companying, unrecognized and etio- 
logical, obstructing lesion (eighty- 
seven percent chance of being malig- 
nant) of the left half of the large 
bowel. 

3. A plea is made for surgeons to 
carefully file this fact in their mem- 


ory for future use. This may prevent 
great future embarrassment to them- 
selves, but of far more importance— 
the prevention of procrastination and 
loss of precious present opportunity 
to perform a curative colonic resec- 
tion before the onset of distant meta- 
stases. 

4, Finally, remember that a left- 
side colonic lesion advanced enough 
to cause lumen obstruction, has al- 
ready been in unrecognized existence 
entirely too long for the normal long- 
evity of that particular patient. 
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Pruritus Ani... 9/4cNosis 4np TREATMENT 


| treatment of pruri- 
tus ani often requires the combined ef- 
forts of the proctologist, the gynecolo- 
gist, the dermatologist, the psychiatrist, 
and the internist. 

Etiology: = Fromer,' at Lahey Clinc, 
evaluated all cases of pruritus ani over 
a four-year period and found that: 

1. Twenty-five percent of the cases 
were true proctological diseases; e.g., 
cryptitis, fissures, polyps, perineal tears, 
hemorrhoids, fistulae, and gastrointesti- 
nal disturbances including constipation 
and indigestion. 

2. Twenty percent of the cases were 
true dermatological cases; e.g, psoriasis 
vulgaris, seborrheic dermatitis, fungus 
infections, bacterial diseases, and infes- 
tations such as pediculosis, scabies, pin 
worms, and insect bites. 

3. Combining the forty-five percent 
of cases of essential and the ten percent 
of systemic diseases together, we find 
the remainder of the cases. 

Physiological, or normal, itching must 
not be considered in our study, for we 
all will itch when there is a marked 
change in external temperature, or when 
we change our clothing, especially at 
night,? while resting, or when we watch 
someone else scratching. 

Predisposing factors to pruritus ani 
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HAROLD M. SPINKA, M.D. 


Chicago, Illinois 


include: mental fatigue, worry, over- 
work, mental maladjustment, and alco- 
holism. 


Exogenous Causes 

1. CuEmicats, This is the most com- 
mon cause seen by the dermatologist, 
and is usually seen as an overtreatment 
dermatitis, for the patient, in despera- 
tion to get some relief, will apply 
anything recommended by druggists, 
friends, and relatives; these will include 
the tars, bleaches, iodine, etc. 

2. MECHANICAL AGENTs include: rub- 
bing, skin tags, tight anal sphincters, 
irritating clothing especially wool, pres- 
sure and constrictive garments; e.g., 
girdles, garters, athletic supporters, and 
sometimes instrumentation.* 

3. THERMAL factors are found in the 
summer in association with increased 
sweating.‘ 

4. Dry sKIN is found in the aging 
person. 





Presented at the Thirteenth Annual Teaching 
Seminar, The Drake Hotel, Chicago, Illinois, 
April 12, 1961. 


Dr. Spinka is Clinical Instructor in Derma- 
tology, University of Illinois College of Medi- 
cine, Chicago, Illinois; Assistant Attending 
Dermatologist, Presbyterian-St, Luke's Hospital; 
Senior Staff; Holy Cross Hospital, Consultant 
Staff, Evangelical and Christ Community (Oak 
Lawn) Hospitals. 
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Endogenous Causes 


1. Druc ALLERGIES:° 

a. Drugs producing lesions and itch- 
ing include: the antibiotics, barbitols, 
phenolphthalein, antimalarials, Thora- 
zine, the halogens, and the heavy metals. 

b. Drugs producing itching but no 
lesions include: the opiates, arsenic, 
antibiotics, sulfas, and gold. 

2. LYMPHOBLASTOMAS: Intense par- 
oxysmal pruritus, sometimes for several 
years, will be the only sign of these sys- 
temic diseases, which include Hodgkins 
disease, lymphosarcoma, leukemia, and 
mycosis fungoides. 

3. DiaBeTEs MELLITUS: Often, pruri- 
tus will be found in an uncontrolled dia- 
betic, that disappears when the diabetes 
is controlled; the mechanism for this 
remains obscure. 

4. PREGNANCY: One often finds a gen- 
eralized pruritus in the pregnant patient, 
while in some, it is only confined to the 
anogenital region, or the breasts. 

5. In Liver DIsEAsE, with or without 
jaundice, pruritus is sometimes seen, 
especially in the obstructive type, which 
subsides as the liver function tests re- 
turn to normal. 

6. Focl OF INFECTION: This is con- 
troversial, but cases have been reported 
in association with fungus infections 
elsewhere,® gall bladder disease, prosta- 
titis, and teeth pathology. 

Physiology: Basic scientific re- 
search in the physiology of skin has re- 
vealed that the itch spots are identical 
with the pain spots of the skin.’ ® 
Itch stimuli are picked up by the 
terminal nerve endings in the epidermis 
and peritrichial areas,® carried to the 
posterior root ganglion cells, then cross- 
ing to the contralateral side, up the 
spinothalamic tract to the postero- 


lateral ventral nucleus of the thalamus, 
then to the somesthetic area of cere- 
bral cortex in the posterior central 
gyrus, 

Low intensity stimuli produce itching, 
while a more intense stimulus produces 
pain, 

Two components to itching have been 
described :° 

1. The normal short pricking itch, 
which is short in duration and travels 
via the myelinated nerve fibers, and 

2. The burning type of itching that 
travels along the non-myelinated fibers, 
which are of long duration, and which 
extends diffusely to the area around the 
primary itch site, and which is aggra- 
vated by pressure, temperature change, 
and light touch. 

Itching does not remain localized, but 
spreads at the periphery, like ocean 
waves at the seashore. 

The itch threshold is lowered (result- 
ing in more itching), in 

1. an increase in skin temperature 
with its accompanied capillary dilata- 
tion, 

2. tissue anoxia, 

3. it is found to be variable between 
patients, and in different areas of the 
body on the same patient, 

4. after a psychic trauma,’ 

5. after drug ingestion, e.g., caffeine, 
benzedrine,’ 

6. it is lower in the evening,’ 

7. and inflammation.’° 

The itch threshold is raised (resulting 
in less itching), in 

1. lowered skin temperature, 

2. after wet dressings," 

3. and when the itching is replaced 
with pain, rubbing, digging or scratch- 
ing of the skin until it is denuded. 

Mechanism of Itching: The most 
likely is the proteinase theory.’ After 


310 THE AMERICAN JOURNAL OF PROCTOLOGY 








iS > 


1e 


ey 





tissue injury, there is a liberation of 
tissue or serum kinases that activate the 
pro-enzymes, which in turn act in pro- 
teolytic enzymes onto the protein sub- 
strate, and stimulate the nerve endings 
through itching. 

The primary stimulus of severe itch- 
ing may be a peptide, probably related 
to bradykinin.’* 

In hypersensitive states, however, the 
trauma liberates histamine from the 
mast cells, producing a triple response 
to the itching accompanied by urtication. 

Pathological Physiology: If a pa- 
tient scratches severely enough, he will 
denude the epidermis containing its free 
nerve endings, and the itching stops. 

After the itch stimulus has ceased, 
the epidermal structures are injured; 
the regenerative process begins about 
four hours later, and is complete in 
seventy-two hours; resulting in: 

1. a thickening of the stratum cor- 
neum, 

2. a lichenification of the skin with 
increased skin markings, 

3. hyperkeratosis with increased skin 
dryness, and 

4. obstruction of the sweat ducts with 
increased skin sensitivity to a new itch- 
scratch cycle. 

If the eccrine sweat ducts are oc- 
cluded, a sweat retention syndrome re- 
sults;'® if the apocrine sweat ducts are 
involved, a Fox-Fordyce disease is 
produced. 

One finds that as the excoriation is 
repaired, the pain receptors return, as 
well as the itching. 

Now, at the site of the original 
trauma, there is a large surrounding 
area of increased skin sensitivity, re- 
maining even after the cutaneous le- 
sions have left, so that the slightest 


stimulus sets off a severe itching-srcatch- 
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ing cycle of the adjacent sensitized 
skin.° 

Each itch-scratch cycle leaves behind 
a sensitive area, whose severity is more 
than the sum of both injuries, 

We now have a better picture of this 
most difficult disease to treat. 


Treatment 


e A. TREAT THE CAUSE: 

1. The Proctological Diseases pres- 
ent; e.g., fissures, cryptitis, etc., should 
be treated by the proctologist. 

2. The Dermatological Diseases'* 
should be identified and treated as in- 
dicated. 

3. Psoriasis Vulgaris Lesions will be 
found also on elbows, scalp and knees. 

4. Seborrheic Dermatitis Lesions will 
also be found on the scalp, face, sternum, 
and sometimes the supra-pubis. 

5. Fungus Infections are rare in this 
region, and are verified by scraping off 
some of the scale, and identifying fila- 
ment with a twenty percent KOH wet 
mount, or inoculation on Sabauraud’s 
media, 


e B. REMovE THE Exocenous_ Irrr- 
TANTS: 

1. CuemicaL: We urge the patient to 
discontinue all medication, including 
the “caine” drugs, bleaches, tars, de- 
tergents, sensitizers, sulfur, mercury, 
and avoidance of soap and water. 

2. MECHANICAL: 

a. avoid irritating clothing, especially 
wool, 

b. omit pressure garments, such as 
girdles, jockey straps, 

c. no synthetic fiber undergarments, 
such as nylon, dacron, etc. 

d. no toilet paper. The patient is in- 
structed to moisten a piece of cotton 
with lukewarm water, or boric acid so- 
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lution, or the use of the commercial 
preparation, Tucks.®"® 

e. Meticulous cleansing of the area 
after defecation, with repeated gentle 
wiping of the area until the moistened 
cotton shows no staining.'® "* 

f. frequent use of protective agents, 
such as petrolatum, zinc oxide paste. 
Ointments containing the _ silicones 
should be avoided until the inflammation 
has subsided. 

3. THERMAL: 

a. cool wet dressings of boric acid 
solution, or aluminum acetate wet 
dressings.'* 

b. periodic use of ice bags, but one 
must avoid giving the patient a cold. 

c. the wearing of loose fitting pants. 

4. Moisture: Such as sweating can 
be controlled with, 

a. liberal use of talcum powder, 

b. wet dressings, and 

c. the insertion of a cotton wedge 
between the cheeks. 


eC. REMOVE ENDOGENOUS CAUSES: 
a. withdraw drugs, 


cially penicillin, sulfas, and other anti- 


systemic espe- 
biotics. 

b. treat the systemic disease present, 
e.g., the lymphoblastoma, the diabetes 
mellitus, the liver diseases, and the foci 
of infection such as the teeth, or prostate 
gland. 

c. In the pregnant patient, treatment 
is symptomatic, 


e PD. Rais—E THE ItcH THRESHOLD on a 
physiological basis, so: 

1. lower the skin temperature with 
coo] wet dressings, 

2. discontinue caffeine and_benze- 
drine, 

3. reduce the inflammation, with topi- 
cal steroid ointments and lotions, 


@E. TREAT THE’ DeRMaTITIs USING 
DERMATOLOGICAL PRINCIPLES: 

1. In the Acute Phase, Use: 

a. wet dressings,'® with boric acid so- 
lution, or aluminum acetate solution, 

b. antihistaminics and steroids orally 
as indicated, 

c. radiation, with ultraviolet, Grentz 
rays, or x-rays. 

2. In the Subacute Phase, use: 

a. anti-pruritic lotions or ointments 
thus altering the cutaneous sensation, 
containing one or more of the following: 

1. Menthol, 1%-1%, will act on the 
cold receptors giving a sensation of 
coolness, 

2. Phenol, 14-1%, will cause analgesia. 

3. Camphor, 4%-1%, will numb the 
sensory nerve endings. 

b. Steroid Lotions and 
with, or without, the antibiotics. 

c. Boric Acid, 5-10%, in Lassar’s 
Paste, or Petrolatum, 

d. Radiation, e.g., 
ficial x-ray. 

3. In the Chronic Phase, use oint- 
ments containing tar: 


ointments, 


ultraviolet, super- 


a. From wood, pine, birch, and juni- 
per tar is obtained,'® 

b. From coal, we get Crude Coal Tar, 

c. From bituminous coal, Ichthyol is 
obtained, and 

d. From petroleum, Nafthalan is pro- 
duced. 

e. Salicylic acid is sometimes added 
to remove the horny layer,®° to permit 
our medication to reach the skin." 


@ F. GENERAL MEASURES: 

1. Sedatives: These are used to allay 
the itching, especially at night. 

a. Bromides, are still fairly effec- 
tive,!° 

b. Barbiturates: 
cates,° *° 


have their advo- 
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c. Chloral Hydrate:? 

d. The antihistaminics*':*? either 
through their antihistaminic effect or 
their sedative effect. 

2. Analgesics: These are effective for 
the itch spots and the pain spots are 
identical, 

a. Aspirin is still one of the best and 
cheapest of the anti-pruritics.’ 

b. Lidocaine as the 2% ointment, or 
infiltration,?° 

c. Dyclone,’ 

d. Quotane ointment,”* 

e. Tronothane ointment.’ 

3. Tranquilizers: The choice of the 
proper tranquilizer is a valuable thera- 
peutic agent in these cases.° 

4. Other anti-pruritics include: 

a. Calcium gluconate injections'” still 
has some advocates. 

b. Eurax Cream:* 

5. Lecal Anesthetics: may be used 
but one should avoid the “caine” group 
of drugs, for their sensitization rate is 
often very high. 

6. Antibacterials: topically should be 
discouraged on a_ skin sensitization 
basis. Oral administration as indicated 
may be used. 

7. Antifungal Agents: In proven 
fungus infections, the unsaturated fatty 
acid ointments are usually effective. 

8. Antiinflammatory Agents: 

a. Shake lotions. 


b. the steroids, topically and orally, 
with or without the antibiotics, have 
their place, if one is aware that control 
is obtained as long as the medication is 
used, with a reappearance of the in- 
flammation on discontinuance of the 
drugs. 

9. Miscellaneous Agents: 

a. Vitamins, such as nicotinic acid,'° 
has some adherents. 

b. Methy! testosterone’’ in obstruc- 
tive jaundice pruritus. 

c. Priscoline®® in senile pruritus. 

d. Ergotamine has been been recom- 
mended for use in the pruritus asso- 
ciated with Hodgkins Disease,”° 

e. Autohemotherapy has decreased in 
importance since the advent of the ster- 
oids; although, it still has some advo- 
cates. 

f. Theophylline?” has been recom- 
mended for use in sensitization derma- 
toses. 

10. Surgical: Controversy exists on 
the merits of the clover leaf operation 
and tattooing; one group feels that the 
surgical effects are only temporary and 
accompanied by a_ high recurrence 
rate,2* while its advocates feel it has 
merit after everything else has failed. 

Finally, it is our hope that this review 
of the etiology of this most difficult and 
challenging disease may be of value to 
you for the benefit of your patients. 
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AMA Approves General Practitioner as a Surgical Assistant 


Under the heading, “An End to Soph- 
istry,” and the subheading, “Surgical As- 
sistants,” The Kings County Physicians 
Guild, Inc., points out the following: 

“The House of Delegates of the 
A.M.A. approved the following basic 
principles developed by the Judicial 
Council and the Council on Medical 
Service: 

1. “Each doctor engaged in the care 
of the patient is entitled to compensa- 
tion commensurate with the value of the 
services he has personally rendered. 

2. “It is ethically permissible for a 
surgeon to employ other physicians to 
assist him in the performance of a sur- 
gical procedure and to pay a reasonable 
amount for such assistance.” 

“This principle applies whether or 
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not an assisting physician is the refer- 
ring doctor and whether he is on a per 
case or full-time basis.” 

The House of Delegates of the A.M.A. 
is to be congratulated on finally cutting 
an unnatural Gordian knot. The family 
physician should assist at surgery, or 
take over the postoperative care of his 
patient, or both. The A.M.A. now says 
that he may do so, and may ethically 
earn a fee, to be paid either directly by 
the patient or by the specialist. 

But more important, this provides a 
teaching opportunity at the daily clini- 
cal level where it counts. Both the spe- 
cialist and the general practitioner will 
learn from each other. The ultimate 
beneficiary of this natural teaching pro- 
gram will be the patient. 
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“DOUBLE” 


SIGMOIDOSCOPY 


‘ae technic of “double” sig- 
moidoscopy, described here, is useful 
in cases of rectosigmoid or rectal 
spasm, or stricture, in which passage of 
the sigmoidoscope by routine technic 
may be difficult or impossible. 

In such cases, increased pressure of 
the sigmoidoscope may be attended by 
the danger of perforation. In spasm, 
manipulative pressure of the end of the 
scope against the mucosa increases the 
spasm, making penetration even more 
difficult. 

The author has found the following 
method to be helpful in such instances. 
A normal size proctoscope (15 cm. long, 
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2 cm. diameter) is first passed to the 
point of spasm or stricture, which is 
fixed firmly in the center of the procto- 
scopic lumen. The size of the passage 
through the narrowed area is studied 
and a decision reached as to whether it 
can admit a narrow sigmoidoscope 
(length 25 cm., diameter about 1.1 cm.) 

The narrow sigmoidoscope, without its 
obturator, is passed under direct vision 
through the wide proctoscope until it 
reaches the tight area. It is held im- 
movably against this opening (of the 
stricture or spasm) and the sigmoido- 
scope obturator, well lubricated, is then 
introduced, With slight and very careful 





B Cc 


A. Wide Proctoscope 

B. Narrow Sigmoidoscope 

C-C'. Obturator of Narrow 
Sigmoidoscope 

D. Rectal Stricture 
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pressure, the narrow scope usually can 
be felt to slip gently through the stric- 
ture or spasm. Before performing this 
step, it is important to make sure that 
the distal end of the sigmoidoscope is 
accurately placed against the lumen of 
the stricture. The obturator (having 
performed its purpose of facilitating 
entry) is then withdrawn and sigmoido- 
scopy is completed as usual under direct 
vision. The 15 cm. proctoscope can be 
withdrawn at this point, over the sig- 
moidoscope, or kept in place and with- 
drawn last when the entire procedure is 
completed (See illustration). 

The maneuver accomplishes two pur- 
poses: 
(1) It “fixes” the area of stricture and 
spasm so that it can be approached with- 
out shifting its position, and 
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(2) after fixation, it permits “blind” en- 
try, with the obturator in place, which 
otherwise could not be done with any 
degree of safety. 

It must be stressed that caution and a 
certain sensitiveness of touch must be 
exercised, as in any new, or unfamiliar, 
procedure, until practice develops ex- 
pertness. The procedure has proven help- 
ful in a number of cases in the hands of 
the author, aiding in the diagnosis of 
conditions such as sigmoid polyps, sig- 
moiditis and carcinoma of the sigmoid. 
Some dilation effect on strictures is also 
a possibility, although not definitely ob- 
served, 

It is also possible by this method 
to pass through an area narrowed by 
carcinoma in order to study the size of 
the malignancy (important when radium 
is to be used) and to observe the char- 
acter of the mucosa above the malig- 


Proctology, The Unity Hospital, Brooklyn, mamcy and the possible presence of 
New York, neighboring neoplastic foci, 
Summary 


A technic of “double” sigmoidos- 
copy, with a small caliber sig- 
moidoscope inserted through a 
normal size proctoscope, is de- 
scribed for use in cases of rectal 


and rectosigmoid spasm or stric- 
ture. 

The need for exercising sensi- 
tivity and carefulness in perform- 
ing the maneuver is stressed. 
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Treatment of 


Anal 


HERMAN MILLER, M.D. 
Philadelphia, Pennsylvania 


Ineontinence 


Anal incontinence, cr fecal 
incontinence as used by many, has been 
clearly and simply defined by Cantor as 
“a congenital or acquired loss of sphinc- 
ter control, with involuntary discharge 
of feces or flatus.”' No matter what its 
cause, whenever it occurs, it presents a 
most distressing and incapacitating con- 
dition for the patient, and a towering 
challenge to the proctologist. The wide- 
spread fear on the part of the general 
public of incontinence secondary to 
anorectal surgery must be allayed, and 
confidence must be completely won. In 
addition, the difficulties presented by 
surgical repair, and the indifferent re- 
sults obtained by these operations pre- 
sent a challenge to the surgeon that can 
often be successfully met by a complete 
knowledge of the anorectal anatomy 
and physiology, and surgical prophy- 
laxis of sphincter trauma, Thus, in a 
sense, the happiest form of treatment of 
anal incontinence is prevention. 

Since prevention of anal incontinence, 
where possible, is the best treatment, 
etiology is an important consideration. 
The etiology may be classified, briefly 
in this manner. 

A. CONGENITAL 

1. Spina bifida. 

2. Absence of sphincters. 

3. Malformations of the anal 
canal associated with residual defects 
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following attempts at their correction. 

B. ACQUIRED 

1. Injuries and Diseases of the 
Spinal Cord. 

2. Accidental injuries of the Rec- 
tum involving direct trauma to the 
sphincter mechanism, or resultant re- 
cessed scar tissue leaving the anus patu- 
lous and incompetent. Severe perianal 
burns may result in retracting fibrous 
tissue scars creating a patulous anus, or 
restricting sphincter function (Figure 
1). 

3. Complete Perineal Obstetrical 
Tears into the Rectum. These wounds 
are usually sutured promptly, and heal 
with varying degrees of success. Many 
of these patients compensate fairly well 
for many years with just the thin, 
fibrous anterior scar. 

4. Postoperative—Anorectal Sur- 
gery. 

a. Fistulectomy (slightly better than 
fifty percent). The recognition of the 
existence of the anorectal ring, and ju- 
dicious care in the surgical treatment of 
the high level fistula will help minimize 
the incidence of incontinence following 
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Figure I. Patulous anus due to scar. 


fistulectomy. The advantages of the two- 
stage fistulectomy, with the use of the 
seton, can be more often applied with 
less loss of sphincter function, Several 
of the traditional rules for avoiding in- 
continence are now known to be invalid, 
since they were based on misconceived 
anatomy, physiology and pathology of 
the area. These are the rules concern- 
ing the conversion of the lateral fistula 
to a posterior fistula, for posterior di- 
vision of the sphincters; the use of a 
transverse incision of the muscle, not 
an oblique incision; do not divide both 
internal and external, or either one in 
more than one place. From an anatomic 
standpoint, the test to which proposed 
division of the muscles must be put is 
whether or not the integrity of a suffi- 
cient portion of the anorectal ring will 
remain to allow control. Under any cir- 
cumstance, the utmost cautious judg- 
ment must be maintained. 

b. Incision and drainage of perirectal 
abscesses. 

c. Hemorrhoidecomy. 

d. Prolonged use of postoperative 
packing. 

e. Whitehead operation. 

f. Pectenotomy. 

g. Forcible anal dilatation. 


5. Associated .Anorectal Condi- 
tions. 

a. Prolapsed hemorrhoids. 

b. Rectal prolapse and procidentia. 

c. Chronic ulcerative colitis — asso- 
ciated with fibrous stricture of the 
rectum. 

d. Carcinoma—low lying rectal le- 
sions extending into anal canal, or anal 
lesions which may ulcerate and erode 
the sphincters. 

e. Inflammatory ulceration of anal 
canal and perianal regions, resulting in 
sphincter loss. These may be seen in ex- 
tensive tuberculous ulceration and that 
accompanying advanced lymphogranu- 
loma of the anus and perineum. 

f. Massive fecal impaction. 

6. Other Causes. 

. Overuse of laxatives. 
. Foods and drugs. 
. Neurological diseases. 

1. Tabes dorsalis. 

2. Cord lesions. 

3. Multiple sclerosis. 

The scope of this paper doesn’t permit 
a detailed discussion of the interesting 
and intricate anatomy of the anorectal 
area, Recent studies by Goligher have 
changed the concept as created by Milli- 
gan and Morgan. The external sphincter 
is an elliptical cylinder which surrounds 
the anal orifice and canal, and is later- 
ally continuous with the puborectalis. In 
addition to the internal sphincter, 
which is the distal end of the circular 
muscle layer of the rectum, the pubo- 
rectalis portion of the levator ani muscle 
completes the major muscles of the 
sphincter mechanism (Figure 2). The 
latter, in its lateral and posterior attach- 
ments, supports the anus, but anteriorly 
there is little support, and herein is an 
area of weakness and vulnerability to 
incontinence. It also helps to maintain 
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Figure 2. Puborectalis muscle. 


the anterior angulation of the anal canal 
which has an important function in 
maintaining continence. This permits 
the integrity of the posterior, mobile 
pouch of the rectum, and allows it the 
reservoir function, allowing it to distend 
and rest in the hollow of the sacrum 
(Figure 3). The fact that the normal 
rectum is not a straight, vertical tube 
must be kept in mind, since this has an 
important significance in repair of the 
incontinence. The anal canal is related 
to the rectum at a rather acute angle, 
which must be maintained, or re-estab- 
lished at the time of surgical repair for 
incontinence. Physiologically, rectal con- 
tinence is now recognized as being far 
more complex than, as quoted from 
Goligher, a “simple affair of a purse- 
string pulled by the cerebral cortex.” 
The physical examination, combined 
with the recognition of the etiological 
factor, lays the basis for the plan of 
treatment of anal incontinence, It is not 
difficult to make a diagnosis of anal 
incontinence. The uncontrollable loss of 
feces and gas creates a constant state of 
fear, tension, irritability, and general 
lack of well being. The seeming aware- 
ness of a fecal odor creates seclusion 
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and unhappiness, and these people often 
submit to repeated operations in hope 
of obtaining a cure. 

Inspection and thorough examination 
for scar tissue and tumors, in spite of 
other seemingly obvious causes, are im- 
portant. Examination with the palpating 
finger in the anal canal and rectum, with 
the patient exercising sphincter func- 
tion, will help to determine whether the 
uborectalis alone is competent, or 
whether this too has been lost. Digital 
traction will show if the sphincter can 
be made to gape. An estimate of the 
voluntary contractile power of the 
sphincter must be made. 

Active treatment of anal incontinence 
must be divided into medical and surgi- 
cal treatment. 

Medical Medical treatment includes 
the application of proper dietary, hy- 
gienic, and bowel controls, as well as 
specific and non-specific medical man- 
agement where indicated. 

@ 1. In cases of neurological diseases 
such as Tabes dorsalis, multiple sclero- 
sis, and psychogenic disorders, specific 
and other forms of medicinal manage- 
ment are applied, as indicated. Of 
course, where fecal impaction is the 
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Figure 3. Angulation of rectum maintained by puborectalis. 


cause of incontinence, it can be treated 
mechanically by careful finger manipu- 
lation, associated with rectal instilla- 
tions of oil, oil and glycerine, or saline 
enemas. Although hydrogen peroxide 
enemas are recommended, I have seen 
severe reactions to this type of enema, 
and do not advise it. 

@ 2. Dietary control consists of the 
constant use of a low residue diet, avoid- 
ing bulk producing foods, and espe- 
cially those foods usually prescribed for 
the purpose of combating constipation. 
Generally, this diet excludes: 


Milk and milk drinks. 
Baked goods containing whole-grain flour. 
Whole-grain cereals. 
Desserts—other than 
Cakes, 


cream, puddings, 


cookies, custards, gelatin, ice 


rennet desserts, and 
sherbets, provided all are without fruits 
and nuts. 


Fats—other than 
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Butter, cream and fortified oleomargarine. 

Fruit—except strained fruit juice. 

Fried meat, fish, or fowl, fresh pork, and 
cheese—except cottage, cream and small 
amounts of American cheese. 

Potato, hominy, whole grain rice. 

All soups—except bouillon and broth. 

Candy and sweets containing fruit or nuts, 
jams, marmalade. 

Vegetables—except tomato juice. 

Miscellaneous—garlic, nuts, olives, pickles, 


popcorn, relishes. 


@ 3. Hygienic control is important to 
help minimize self-consciousness, pruri- 
tus ani, dermatitis, and infection. Fre- 
quent soap and water cleansing is the 
basic hygienic procedure. A bland soap 
is best used to avoid possible allergic 
reactions. If tolerated, surgical soaps 
may be advantageously used. The use 
of soft,absorbent materials, such as cot- 
ton, in close apposition to the anus will 
help to localize the spillage, absorb it, 





















and minimize its contact with wide 
areas of skin, as well as protect cloth- 
ing, and eliminate other sources of em- 
barrassment. This requires frequent 
changes, depending upon the patient’s 
own experience. Ordinarily, keeping the 
perianal area dry is often the best gen- 
eral approach, but when pruritus, skin 
irritation, and skin cracking occurs, in 
spite of the best dermatological preach- 
ings, the patients will often revert to 
the use of Vaseline, or other ointments, 
and feel better with the ointment-induced 
moisture, Unfortunately, many patients 
resort to the use of “caine-type” prepa- 
rations, topical antihistaminics, and 
topical antibiotic preparations. These 
ointments, only too often, produce local 
sensitization resulting in secondary der- 
matitis medicamentosa which compli- 
cates treatment, and increases patient 
disability. If an ointment must be used, 
a bland, antipruritus preparation is best 
prescribed, Recently, | have used, with 


excellent results, and high tolerability, . 


) oint- 


a new preparation called Recteez® 
ment, a colloidal-type preparation which 
has proven most satisfactory for pruri- 
tus, irritation, and dermatitis medica- 
mentosa. It is so well tolerated, that I 
use it in my routine postoperative ano- 
rectal surgical regime. When the skin 
area is weeping and edematous, the use 
of cool Burrow’s solution compresses, 
1-10, followed by talc, corn starch, cala- 
mine lotion, or lime water, are best pre- 
scribed. The free use of an aromatic 
talc is recommended to provide some 
psychic boost for those who fear fecal 
odor. Chlorophyll preparations have 
been disappointing. 

@ 4. Bowel control is maintained by 
careful diet, and avoidance of foods and 
drugs which increase number of stools, 
stool liquefaction and increase peristal- 
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sis. On occasions, the use of certain 
drugs may be necessary, for other ail- 
ments, which increase bowel movements. 
At these times, the concurrent use of 
pectin and kaolin preparations is ad- 
vised, if not otherwise contraindicated. 
For some patients, the frequent use of 
antispasmodics, or other parasympa- 
thetic inhibitor drugs may be necessary 
to reduce the number of bowel move- 
ments. Here again, caution must be ob- 
served in cases of those patients in whom 
these drugs are, for other reasons, con- 
traindicated. The institution, along with 
these methods, of colostomy-type con- 
trol, to develop a habit time by regular 
use of isotonic saline enemas may be 
most beneficial to many patients, espe- 
cially for those in whom some degree 
of muscular effort can be brought to 
bear, 

@ 5. Muscular control, to some degree, 
may be utilized in those patients in 
whom some muscle activity is present. 
The frequent use of sphincter exercises 
which is forced bearing down and sharp 
retractions, combined with contraction 
of the buttocks, adduction of the lower 
extremities, and relaxation of the ab- 
dominal musculature can often provide 
a pseudo-type of continence which can 
help a patient obtain some control. This 
exercise cannot be an occasional one. 
It must be practiced daily, and used fre- 
quently, to develop awareness, and 
utilizable application. 

Surgical The multiplicity of opera- 
tions attests to the difficult surgical prob- 
lem of bringing anal continence to an 
incontinent patient. Technical difficulties 
are enhanced by the vareity of sphincter 
defects which the surgeon encounters. 
Time does not permit a detailed techni- 
cal description of the several tech- 
niques, I shall mention the more com- 
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Figure 4. Methods of Repair. 


1. Classical repair. 


2. Reefing operation by Blais- 
dell. 








Figure 5. Methods of Repair. 


5. Wreden-Stone fascial sling. 
6. Thiersch operation. 
7. Gracilis transplant. 
8 


. Use of buttons to hold 
sutures. 


monly used ones, and briefly describe 
the reparative principles. 

In general, the principles of surgical 
repair depend upon careful pre-opera- 
tive and post-operative attention to the 
wound, The type and extent of surgery 
will depend largely upon the amount of 
adequate muscle tissue to be found, the 
distance between the severed ends of the 
muscles, the degree of atrophy of the 
muscles, and the extent and depth of 
scar tissue. Muscle operations may be 
listed as follows; 





3. Transposition of flap of 
transverse perineal muscle. 
4. Modified Blaisdell reefing 


operation. 








1. Suture of severed ends. 

2. Plication of loose stretched muscles. 

3. Partial excision and suture for 
stretched muscles. 

4. Implantation of encircling muscle 
bands. 

5. Plication of bulbocavernosis mus- 
cle or rectal wall. 

6. Implantation of the superficial 
transverse perineal muscle. 

A simple end to end anastomosis of 
the external sphincter muscle is far 
more difficult to achieve, than indicated 
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by the simplicity of its technique. Be- 
cause of suture tears, and post-operative 
infection, indirect approaches to repair 
are often more successful. The suture 
material best used is a non-absorbable 
material, such as silk, Kangaroo tendon, 
sterile fascia, nylon, stainless steel wire 
or silver wire. Generally, the most widely 
accepted is steel wire, and nylon. Steel 
causes no tissue reaction, and need not 
be removed (Fig. 4). 

For repair of old, severe obstetrical 
injuries, the well known perineorrhaphy 
is done. This operation features the 
suture and repair of the puborectalis 
muscles in the midline, between the rec- 
tum and vagina, and the building up of 
the perineal body in the vaginal sub- 
mucosal area. At this time, repair of 
the external sphincter muscle of the anus 
may also be done, if deemed necessary. 

The Lawson-Tait repair is very ade- 
quate for a narrow gap in the anterior, 
posterior, or lateral, anal area. This 
operation is very applicable in cases 
where the anorectal ring is intact, but 
where the patient has slight fecal leak- 
age, and involuntary loss of flatus. In 
this operation, a curved incision is 
closed in the opposite direction, closing 
the defect gap. 

Plication of the sphincter may be 
done in those cases where long standing 
prolapse or procidentia has been pres- 
ent. After the prolapse is corrected, if 
the sphincter remains atonic, the sphinc- 
ters are exposed, laterally, the anterior 
and posterior portions, bilaterally, are 
approximated by interrupted sutures. 
Transverse wedges of skin may also be 
removed, and when the defects are su- 
tured, the anal verge becomes more con- 
tracted, along with the muscle tightening. 

Blaisdell’s reefing operations are ap- 
plicable to the correction of the patulous 


(Val. 12, No. &) Qctoher, 1961 








































Figure 6. Linear cautery of anus. 


anus, in cases of prolapse. In females, 
a clean approach by way of the vaginal 
submucosa is used. By dissecting a flap 
of posterior vaginal mucosa back from 
the vaginal orifice, the external sphinc- 
ter is freed by blunt dissection, and the 
slack is reefed together by interrupted 
sutures, Care must be exercised io avoid 
tying sutures too tightly. In males, the 
reefed portion of the sphincter is in- 
vaginated into the anus by a lateral ap- 
proach. These approaches to the sphinc- 
ter attempt to avoid anal contamination 
during the postoperative period (Figure 
4). 

Blaisdell has also described a two- 
stage plastic operation, which utilizes 
the Lawson-Tait procedure as its second 
stage. 

Another operation is the Wreden- 
Stone fascial sling. This utilizes strips 
of fascia as a sling for the sphincter 
musculature, and the ends of the fascia 
are fixed to the gluteus maximum mus- 
cles, so that these muscles can be used 
to help maintain continence (Fig. 5). 


~ Acknowledgement is made to the Milbro 
Pharmacal Co., Inc., Wynnewood, Pa., for sup- 
plies of Recteez® Ointment. 
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The Thiersch operation utilizes a 
silver wire circumferentially in the 
sphincter area, one wire for the right 
side, and one for the left, These are 
joined anteriorly and posteriorly, and 
the ends are embedded. A finger in the 
anus provides for a guide as to the size 
of the diameter of the anal canal, as the 
the wire is closed around the anal canal 
(Figure 5). 

Another operation utilizes a portion 
of, or all of a segment of the transverse 


perineal muscle as a transplant to pro- 
vide a splice for the missing portion of 
the sphincter muscle (Fig. 4). 

Finally, there is a technique of linear, 
radial incisions with the cautery, pene- 
trating the external and internal sphinc- 
ters so that the resultant pain will create 
sphincter spasm, and the contracting 
scar tissue will tighten the sphincter 
muscles, This technique is most applica- 
ble in older persons, and in the mentally 
deficient (Figure 6). 


Summary 


I think that the most important 
concept in the treatment of anal in- 
continence is prevention of this dis- 
tressing circumstance. All who _ per- 
form anorectal surgery must be con- 
stantly aware of this possible sequela, 
and he should use adequate safe- 
guards. These include a detailed 
knowledge of the anatomy and physi- 
ology of the part, and the use of 
meticulous, careful, nontraumatising 
surgical technique. Avoidance of 
packing, where possible, and the use 
of only 24 hour packing, when this is 
used, are most helpful. In treating 
perianal and intra-anal trauma, the 
need for repair of injured sphincters 
must be borne in mind, and anticipa- 
tion of the effects of fibrous healing 
on the anal orifice must be recognized, 
early. Finally, when definitive cor- 
rective surgery is necessary, the 
proper technique must be selected, 


non-absorbable sutures used, and 
careful pre- and post-operative atten- 
tion to the patient and anorectum are 
important. 

We, as proctologists, have a tre- 
mendous trust placed in us when a 
patient exposes himself for anorectal 
surgery. A poor result of proctological 
surgery can break an adjusted per- 
sonality, and initiate a prolonged, or 
even permanent, state of anxiety, dis- 
comfort, social handicaps, and even 
the capacity to provide for the mate- 
rial needs and obligations for normal 
living. 
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The close proximity of 
the lower intestinal tract to 
the female genital organs 
accounts for the fact that 
symptoms of rectal path- 
ology frequently are found 
in gynecological condi- 
tions. As Ball puts it, ““The 
gynecologist cannot re- 
move himself from the 
rectum.” 
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| symptoms accompany- 
ing and caused by gynecological condi- 
tions are as follows: changes in the 
regular bowel habits such as constipa- 
tion or diarrhea, painful defecation, 
rectal discharge of mucus, pus, or blood, 
pruritus, and various kinds of anal 
pathology. 

Even the normal functions of the fe- 
male genital organs carry with them 
potential disturbances of the rectal 
physiology. Changes inherent in nor- 
mal pregnancy and delivery may affect 
the rectum and anus. Thus, in very 
early pregnancy, the tissue of the uterus 
becomes edematous and highly hyper- 
This hyperemia results from a 


emic. 
greatly increased influx of arterial 
blood. The arteries widen consider- 


ably and the existing venous system be- 
comes overloaded; the vessels become 
extended, and venous stasis and edema 
develop. These changes are not con 
fined to the uterus alone, but they in- 
volve also the external genital organs 
and manifest themselves in a bluish 
discoloration of vulva and vagina, the 
Chadwick sign, one of the early prob. 
able signs of pregnancy, This venous 
stasis also extends to the other pelvic 
veins, particularly the hemorrhoidal 
veins. Therefore, we find hemorrhoidal 
disease frequently during pregnancy. It 
is a fallacy to believe that this venous 
congestion is caused by mechanical 
compression of the hypogastric veins by 
the growing uterus. This may only act 
as an accessory factor later in preg- 
nancy. 

Another frequent condition connected 
with pregnancy is constipation which 
enhances the danger of hemorrhoidal 
disease. As a rule, the hemorrhoids of 
pregnancy can be handled conserva- 
tively and disappear spontaneously after 
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delivery. However, severe bleeding from 
hemorrhoidal veins may force us to 
surgical interference during pregnancy. 

An unattended, or poorly attended de- 
livery invariably leads to damage of 
the pelvic floor. During the second 
stage of labor, the pelvic floor is force- 
fully pushed downwards and the peri- 
neum is extended to the maximum. If 
the perineum is not properly protected, 
tears of this structure always result. 
These tears are classified as first degree 
tears where only the mucosa and the 
skin are injured; second degree tears 
where the underlying connective tissue 
and some of the muscles are injured; 
and third degree tears were the sphinc- 
ter ani is completely torn apart and the 
anterior wall of the rectum is injured 
to a greater or lesser degree. 
when such visible injury to the perin- 
eum was prevented by obstetrical 
maneuvers, the muscles of the pelvic 
floor are so overdistended that they be- 
come permanently weakened. Today, 
therefore, it is generally accepted prac- 
tice to prevent damage to the pelvic 
floor by a large episiotomy. 

The prevention of damage to the pel- 
vic floor is of paramount importance 
for the later health of the woman. The 
powerful muscles of the levator ani—I 
use the term in its broader sense as com- 
prising the entire muscle group of the 
pelvic floor—form a plate occluding 
the outlet of the pelvis and only per- 
mitting the passage of rectum, vagina. 
and urethra. This plate supports blad- 
der, rectum, the uterus and its append- 
ages, It is a common mistake to think 
that the uterus is held in place by its 
so-called ligaments, the broad ligaments, 
the round ligaments, and the sacro- 
uterine ligaments. The broad ligaments 
containing large veins and arteries, the 


Even 


ureter, nervous ganglia, numerous 
nerves, lymph vessels and lymph glands, 
and rather loose connective tissue can 
only be considered to be a mesenteric 
structure, in no way suited to mechani- 
cal support of any organ. The round 
ligaments are loose structures, normally 
never under tension, and are like the 
sacro-uterine ligaments a muscular con- 
tinuation of the uterus. These two so- 
called ligaments have a vital function 
during delivery, preventing the uterus 
from retracting cranialwards over the 
fetus and holding it in place during de- 
livery. No supporting function can 
rightfully be attributed to these so- 
called ligaments. As we said before, 
the abdominal organs are prevented 
from falling through the pelvis by the 
muscles of the pelvic floor and their 
fascias. Any weakening of these latter 
structures, therefore, leads to descent 
and eventual prolapse of the vagina, 
the bladder, the rectum, and the uterus. 
There are various degrees in the descent 
of these organs which all have to be sur- 
gically repaired when they are causing 
symptoms such as urinary incontinence, 
difficulty in defecation, or various de- 
grees of inversion of the vagina, pro- 
lapse of the uterus, and prolapse of the 
rectum, 

In all these repair operations, a thor- 
ough repair of the muscles of the leva- 
tor group is the most important part of 
the operation. Simple plication of the 
bladder in a cystocele, or of the rectum 
in a rectocele, brings only temporary 
relief and invariably leads to recurrence 
of the pathology. 

Perineal tears of all degrees should 
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be repaired immediately after delivery. 
The third degree tear requires the ex- 
posure and suture of the torn ends of 
the sphincter ani. Not infrequently, 
these sutures break down and the sphinc- 
ter again appears torn. The wound 
heals by scar formation but, in most 
cases, bowel incontinence results, Oc- 
casionally, the scar connecting the two 
ends of the torn sphincter is strong 
enough to hold the sphincter ends so 
tightly that the torn muscle can con- 
tract sufficiently to give the patient a 
limited ability to hold back stools. For 
gas and liquid stools, these patients are 
usually incontinent, The clinical ap- 
pearance of a healed third degree tear 
is very typical. We can see a very nar- 
row perineum showing scars between 
rectum and vagina, and the anal folds 
toward the vagina are missing. Sacral- 
wards, the anal folds are crowded. On 
both sides of the anus where the smooth 
part of the scars ends, we see small 
grooves which are caused by the ends 
of the torn sphincter pulling on the skin. 
The operation consists in excision of the 
scar tissue, exposure of the torn ends of 
the sphincter which are then united by 
sutures, and of course, a thorough re- 
pair of the pelvic floor. It is interesting 
to see during operation a complete 
change in the appearance of the anus at 
the moment when the sphincter is united. 
The folds immediately become quite 
regular. As Wertheim, a former teacher 
of mine, puts it, “The sad looking anus 
suddenly smiles at you.” 

Since we are working in a potentially 
infected region, postoperative infection 
of torn and sutured tissues is not infre- 
quent. This is one of the reasons why 
we prefer a prophylactic episiotomy be- 
cause a clean cut always heals easier 
than overstretched and torn tissue with 
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its ragged wound margins where necro- 
sis frequently occurs. These infections 
do not necessarily lead to a complete 
breakdown of the repair, but small 
abscesses may break through on one 
side into the vagina, on the other into 
the rectum leading to the formation of 
recto-vaginal fistulae. Frequently, these 
small fistulae heal spontaneously. When 
this does not take place within five to 
six weeks, we have to consider the 
fistula permanent. These fistulae cause 
incontinence for gas and liquid stools, 
a condition most embarrassing, particu- 
larly for a young woman. Therefore, 
surgical repair becomes necessary. The 
operation consists in splitting the entire 
thickness of the perineum, excision of 
the fistula, and renewed thorough repair 
of this surgical third degree perineal 
lesion, Altogether, the outlook for a 
cure of recto-vaginal fistulae is favor- 
able and it can in no way be compared 
with the difficulties we encounter in the 
repair of vesico-vaginal fistulae. 
Though normal pregnancy represents 
a danger for anus and rectum, this dan- 
ger is considerably increased in abnor- 
mal cases. One of the more frequent 
abnormalities in pregnancy is the extra- 
uterine pregnancy, most frequently 
occurring in the Fallopian tube. This 
organ is not suited to harbor a growing 
pregnancy; it becomes overdistended, 
the blood supply to the fetus becomes 
insufficient and the fetus dies. The tube, 
by muscular action, tries to expel the 
foreign body, the connections between 
the tube and the fetus are disturbed, ves- 
sels break open, and bleeding through 
the abdominal opening of the tube en- 
sues. The blood collects in the lowest 
part of the abdominal cavity which is the 
cul-de-sac. The irritation of the peri- 
toneum leads to inflammatory reaction 
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and the cul-de-sac becomes extremely 
tender. 

Sometimes, the first symptoms of an 
extra-uterine pregnancy, which the pa- 
tient had thought to be a normal one, is 
pain during defecation. The rectal irri- 
tation may also lead to a mucous dis- 
charge and diarrheal stools, On exami- 
nation, we find an extremely tender mass 
filling out the cul-de-sac and bulging 
into the rectum. Correct diagnosis and 
operation may be a life-saving pro- 
cedure, because even these slowly pro- 
gressing tubal abortions may lead to a 
sudden, very severe, and dangerous 
intra-abdominal bleeding. The patient 
who had already lost a considerable 
amount of blood into her abdomen may 
succumb to this severe sudden blood loss 
caused by rupture of a tubal pregnancy. 

Compression of the rectum with dif- 
ficulties in defecation may also be the 
prominent symptom of a so-called im- 
pacted retroflexed pregnant 
When a retroflexed uterus becomes preg- 
nant, it lifts itself spontaneously out of 
the true pelvis, in most cases, during the 
fourth month of pregnancy. At this 
time, the uterus becomes so large that 
it has no room in the true pelvis. If 
this escape from the true pelvis cannot 
take place because of adhesions of the 


uterus. 


uterus to the cul-de-sac, the growing 
uterus compresses rectum and bladder. 
The pressure of the uterus leads, as a 
rule, to spontaneous abortion and, by 
this event, the impaction is relieved. If 
no abortion takes place, the obstruction 
of the rectum and the bladder leads to 
very severe symptoms and surgery may 
become imperative. It is most impor- 
tant to make the diagnosis of a threaten- 
ing impaction of the retroflexed uterus 
when the very first symptoms, which 
are usually rectal symptoms, present 


themselves. At that time. we are able 
to free the uterus from its adhesion dur- 
ing laparotomy and to save, in most 
cases, the life of the fetus. 

Irritation of the peritoneum leading 
to tenesmus and pain during defecation 
occurs also in severe inflammation of 
the appendages, Fortunately, the advent 
of chemotherapy and antibiotics has 
materially reduced the number of cases 
of oophoritis and salpingitis which fre- 
quently are due to an ascending gonor- 
rheal infection. We have, nevertheless, 
to keep this possibility always in mind 
since gonorrhea is by no means extinct 
and may occur in patients where we 
least expect it. Abscesses of the cul-de- 
sac in which concomitant rectal symp- 
toms may occur may be present in any 
of the inflammatory disease of the lower 
abdomen. Appendicitis, or diverticu- 
litis, may cause this condition, and it is 
sometimes a severe diagnostic problem 
to differentiate these disease from sal- 
pingo-oophoritis. The so-called Doug- 
las abscess is easy to diagnose, because 
the general condition of the patient, rec- 
tal symptoms and abdominal pains, in- 
dicate a severe infection and, on exami- 
nation, the bulging cul-de-sac can be 
felt. Puncture of the abscess through 
the posterior vaginal vault and drain- 
age bring dramatic relief in these cases. 

The cul-de-sac is a common site of 
one of the more frequent gynecological 
diseases which, therefore, often leads to 
rectal symptoms. This disease is endo- 
metriosis, This unique condition con- 
sists in the survival and benign growth 
of ectopic, normal endometrium. In 
the entire pathology, there does not 
exist any other normal body tissue that 
transplants itself to distant parts of the 
body and forms there a benign tumor. 
There are three major theories dealing 
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with the pathogenesis of endometriosis. 
The most widely accepted is the theory 
of Sampson, who found living endome- 
trial tissue in the blood that exudes 
through the abdominal opening of the 
tubes, He assumed that these shreds of 
endometrium implant themselves in the 
neighborhood of the tubal ostium and 
grow there forming the typical chocolate 
cysts of endometriosis. 

Another theory assumes that the ir- 
ritation caused by this blood in the 
abdomen, together with the action of 
the hormones that occur with menstrua- 
tion, stimulates the peritoneum to resume 
a property that it shows during the em- 
bryonic life, namely to produce endome- 
trial tissue. This theory is supported by 
the fact that endometriotic lesions are 
usually not on the surface of the peri- 
toneum but are covered by it. 

A third theory, by Halban, assumes 
chat shreds of endometrial tissue reach 
the lymph spaces and are deposited any- 
where in the course of lymph vessels. 
This seems to be supported by observa- 
tions that endometrial lesions are oc- 
casionally found far away from the 
uterus and have also been observed in 
lymph nodes, It seems that each one of 
these theories has its value and very 
probably any one of them may be cor- 
rectly applied to different cases. 

Most frequently we find endometriosis 
in the ovaries and their surroundings. 
The lesions consist of cysts that reach 
about four to five centimeters in dia- 
meter, Since they are formed by func- 
tioning endometrium that bleeds during 
the regular menstruation, the cysts are 
filled with a dark, sticky liquid which is 
old blood. They frequently break open 
causing local peritoneal irritation with 
adhesion formation and the occurrence 
of many new endometrial implants. A 
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large number of endometrial lesions 
may eventually lead to the picture of a 
frozen pelvis. 

Since the process takes place primarily 
in the close proximity of the lower 
sigmoid colon and the rectum, rectal 
symptoms manifest themselves. The le- 
sions eventually may grow into the rec- 
tum and may even grow through the 
rectum leading to rectal bleeding, and 
to peri-rectal abscess formations. These 
patients may seek help because of ab- 
normal bowel movements, progressive 
lower abdominal discomfort and irregu- 
lar rectal bleedings. 

Examination of the rectum may show 
a large, ulcerated, constricting mass in 
the rectum, which, together with the 
symptoms, suggests a diagnosis of rectal 
malignancy. As a matter of fact, no 
disease can mimic malignancy as per- 
fectly as severe endometriosis. A biopsy 
may provide us with the correct diagno- 
sis, but even these may be occasionally 
mis-diagnosed by the pathologist. In a 
recent meeting, Dr. Hertig was asked 
why occasionally even biopsies cannot 
decide the diagnosis of endometriosis. 
He answered as follows: “For a correct 
diagnosis of a biopsy, you need a good 
specimen and a good pathologist. If 
either one of these is insufficient the 
diagnosis may be wrong.” Even more 
frequently than rectal cancer mimicry, 
endometriosis may simulate an ovarian 
cancer. In an exploratory laparotomy, 
the surgeon is faced by a mass consisting 
of tightly adherent bowel and of brittle 
easily bleeding tumor masses. Because 
of the justified fear of causing rather 
severe bleedings and the superficial ap- 
pearance of a malignant tumor, the sur- 
geon usually is satisfied by taking out 
a small sample. The pathology of these 
samples shows mostly necrotic tissue 
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containing occasional degenerated cells 
which cannot be fully identified but may 
appear very much like malignant cells. 
Thus, the diagnosis of an intra-abdomi- 
nal cancer, probably ovarian in origin, 
can be erroneously made. Only the later 
course of the disease reveals that no 
cancer was present. Endometriosis, 
though causing regional metastases, and 
even causing limited invasion of neigh- 
boring tissues, is always a benign dis- 
ease which by itself does not kill the 
patient. 

On the other hand, an ovarian car- 
cinoma, or for that matter any abdomi- 
nal carcinoma that looks the same way 
as a widespread endometriosis when 
seen during laparotomy, would very 
soon lead to the death of the patient. 
It is most important to keep in mind 
that endometriosis may be the cause of 
severe rectal symptoms, and even of 
ulcerating masses in the rectum, be- 
cause crippling, dangerous, and un- 
necessary surgery can be prevented. 

It seems surprising that the most com- 
mon tumor of the uterus, the fibroid, 
very rarely leads to rectal symptoms. 
These tumors may become very large 
but they grow very slowly and, there- 
fore, there is plenty of time for the sur- 
rounding organs to adjust themselves to 
the changed conditions, and there is 
time for the tumor to lift itself out of 
the true pelvis, so that it may grow in 
the free abdominal cavity without caus- 
ing any compression of the adjoining 
organs. When, however, the fibroid 
uterus is still in the true pelvis and preg- 
nancy takes place, an impaction of the 
tumor and of the uterus may occur. 
Through the influence of the pregnancy 
hormones, and due to the greatly in- 
creased blood supply, the fibroid uterus 
increases quite suddenly in size and 


cannot move out of the true pelvis. This 
leads to a situation very similar to the 
retroflexed pregnant uterus, and im- 
mediate surgery may become a lifesav- 
ing procedure. 

Injuries to the external genital organs 
frequently involve also the perineum, the 
anus and the rectum. A_ not-too-fre- 
quent injury of little girls is due to 
impaling. A girl may fall from a tree 
in play or may be thrown from a horse 
and land on a picket fence. The result- 
ing injury may be quite formidable. 
Complete tears of the perineum reach- 
ing high up into the rectum, and simul- 
taneous injuries to the bladder, may 
produce a temporary cloaca. The sur- 
gical repair may be extremely difficult, 
and several operations over a period of 
years may become necessary. In these 
severe injuries, it is partly a matter of 
good luck whether or not all the injured 
organs can be repaired. 

Another type of injury sometimes in- 
volving the rectum are coital injuries. 
Fortunately, they are rather rare, since 
the normal hymen tears easily and the 
tears just reach as far as the base of 
the hymen. There are, however, some 
types of hymen, for instance the hymen 
cribrosum, which are much more re- 
sistant than the surrounding tissues. In 
these cases, vigorous attempts to per- 
forate the hymen may lead to a false 
route and the perineum may be torn. 
These tears are treated like any other 
perineal tear. The operation, of course, 
must include an excision of the resistant 
hymen. The extent of the injury and 
the loss of blood may be appalling. 

The rectum is frequently involved in 
malignant tumors of the genital tract, 
either by invasion of the primary tumor 
or by metastatic lesions. The most com- 
mon of these tumors is the cervical can- 
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ver. Since the bladder is closely adherent 
to the anterior wall of the uterus, it is in- 
vaded much earlier by a cervical cancer 
than the rectum. Only when the pos- 
terior vaginal wall becomes involved, the 
tumor may grow through it and into the 
rectum. Therefore, we see the most fre- 
quent invasion of the rectum in cases of 
postoperative recurrences starting in the 
vaginal cuff. After the operation, the 
sigmoid colon, as well as the rectum, are 
in direct contact with the vaginal cuff 
and any recurrence there is prone to 
involve the rectum. 

Necrosis and breakdown of these 
metastatic lesions may lead to a large 
recto-vaginal fistula, while at the same 
time the breakdown of lesions which 
have grown into the bladder leads to a 
vesico-vaginal fistula. There is hardly 
anything more pitiable than the condi- 
tion of a patient in these terminal stages 
of cervical cancer. Therefore, the 
heroic operations that have been re- 
cently developed which remove the 
bladder, the entire vagina, the rectum, 
and parts of the sigmoid colon seem 
justified, in spite of the high mortality 
and the resulting crippling of the patient. 

In the early days of irradiation 
therapy, we have seen incurable recto- 
vaginal and vesico-vaginal fistulae in 
seemingly cured cancer of the cervix. 
With the development of better tech- 
niques, these accidents have become ex- 
tremely rare. It should always be kept 
in mind, however, that irradiation 
therapy is a specialty by itself and is 
as difficult and as dangerous as major 
surgery. Only the well-trained radium 
therapist should be entrusted with a 
case of cervical cancer as well as only 
the well-trained surgeon with its surgi- 
cal management. 

While symptoms of cervical can- 
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cer occur in comparatively early stages 
of the disease when the surrounding 
structures are usually not yet invaded, 
the cancer of the fundus may be asymp- 
tomatic for many years, growing slowly, 
and gradually growing through the 
uterus into the neighboring organs. We 
sometimes, find this type of cancer, 
which occurs in elderly women more 
frequently, at a stage where the diseasc 
has spread locally into the rectum. The 
first symptoms may be rectal, and a 
breakthrough of the tumor into the rec- 
tum occasionally leads to the first alarm- 
ing symptoms. 

A highly malignant tumor of the fe- 
male organs is the cancer of the vulva. 
It isn’t so much this tumor that would 
interest the proctologist as the symp- 
toms of the precancerous lesion, leuko- 
plakia, which in a high percentage de- 
velops into a carcinoma of the vulva. 
The patient seeks help because of itch- 
ing and burning sensation of the vulva. 
On examination, we find thickening of 
the epithelium and a whitish appearance 
of the involved skin. A biopsy is im- 
perative because true leukoplakia re- 
quires vulvectomy, while a number of 
benign lesions, like psoriasis, may ap- 
pear very much like leukoplakia but do 
not require surgery. When the skin 
around the anus appears to be involved, 
the operation must include excision of 
the anal skin. 

Similar symptoms occur in an atroph- 
ic condition of the vulva, the so-called 
kraurosis. Here the skin appears very 
thin and smooth and usually shows 
scratch marks. Kraurosis, as well as 
leukoplakia, usually occur in women 
well after the menopause, but itching of 
the vulva and the anus are also frequent 
in younger women. 

Needless to point out how irritating 
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the itch of the hemorrhoids may be! 
Itching is always to be taken seriously, 
because it is a most distressing and irri- 
tating symptom. I still remember a 
case that I had the opportunity to see 
itch 


of unknown etiology became so severe 


many years ago. An_ intractable 
and so unbearable that the woman com- 
mitted suicide. It is, of course, possible 
that this was primarily a mentally un- 
balanced person, and her itch may have 
been a psychosomatic manifestation. 

Nevertheless, we have to look for the 
etiology in all cases of vulvar and anal 
itch. A frequent cause is an untreated 
diabetes mellitus. 
usually be made with a fair degree of 
accuracy simply by inspection. The 
bright fiery red of the involved area with 
its sharp demarkation against the neigh- 
boring skin makes one suspect a dia- 
betic condition, and almost always the 
diabetes will be confirmed by urine and 
blood tests. 

Another cause of 


This diagnosis can 


itch in 
women and particularly in children is 
It is quite embarrassing, 
if a doctor treats a patient for a con- 


younger 
the pinworm. 


siderable length of time for an itch of 
anus and vulva without success, until 
one day the patient reports that she 
found little worms in her stools. If 
we think of this possibility early, we 
can easily make the diagnosis and the 
treatment is very simple. 

In women, we also find severe itch 
in infestation with trichomonas vagi- 
nalis or monilia albicans. Specific treat- 
ment in these cases is usually successful. 
However, it is claimed that the anus 
and lower rectum may become infected 
with trichomonas, and from there re- 
infection of the vagina may take place. 
During the menopause, vaginal itch is 


not an infrequent symptom. Here as 


well as in younger women, the vaginal 
itch may be a psychosomatic manifes- 
tation. In cases where we cannot de- 
termine any specific etiology of the vul- 
var itch, we treat it symptomatically. 
Within recent years, this type of treat- 
ment has become very successful because 
we have two remedies with considerable 
potency at our disposal. In menopausal 
women, we use estrogen ointments, and 
in younger women as well as in cases 
where estrogen is not successful, we use 
cortisone or hydrocortisone ointments. 
Besides, the neurotic component is 
treated by tranquilizers, particularly 
Temeril.” In this manner, we are able 
to cure most of these distressing condi- 
tions, Those which do not respond 
should be referred to psychiatric treat- 
ment. 

This leads up to the last field of 
mutual interest for the gynecologist and 
proctologist. This area is physically far 
removed from our usual fields. It is 
the brain. The psychosomatic aspects 
are more and more getting into the cen- 
ter of our medical thinking though they 
are not quite new. Hippocrates already 
traced some forms of mental illness to 
the womb and called them, therefore, 
hysteria, and the German genius and 
poet, Goethe, has Mephistopheles tell 
the student about women that: “Their 
everlasting aches and groans, In thou- 
sand tones, Have all one source, one 
mode of healing.” 

This shows how justified the old 
saying is: “There is nothing new under 
” and therefore I hope you will 
forgive me if I didn’t tell you many new 
and original things. 


the sun,’ 


88 Marlborough Street 
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he "2% 
TURELL SIGMOIDOSCOPE \» 


(MODIFIED-ECONOMY MODEL) 



















FEATURING 
PROXIMAL AND DISTAL LIGHTING* 


This instrument was designed for use by the skilled 
proctologist to carry out a thorough examination and 
when indicated, to obtain a specimen for microscopic 
examination, 

Proximal and distal lighting permits positive 
identification and evaluation of small lesions 
in the rectum, 

The Modified Turell Sigmoidoscope hasalso 
proven to be very useful to the general prac- 


THE 
INSTRUMENT CONSISTS OF: 


titioner, the internist and the general 
surgeon in making a thorough routine 
physical examination. © A calibrated tube of light non- 
corrosive metal with distal end 
rounded and smooth for ease of 
introduction 


Cat. No. 4620 


Sizes varying: 7.5 cm to 25 cm in length 
1.6 cm to 2 cm in diameter 


@ A metal suction tube attached to the in- 
terior of the tube for inflation and deflation 


e A light carrier that provides both distal and 
proximal illumination 


¢ A metal cap on the proximal end of the light carrier 

containing a low power magnifying lens, fits snugly 
into the proximal end of the tube to produce hermetical 
closure 


@ An obturator 
The simplicity of design, excellent workmanship 


and low purchase price combine to establish the 
popularity of the Modified Turell Sigmoidoscope. 





See Your Dealer 
or 
‘Designed by Dr. Robert Turell 1948 Write for Information 


Cay™M, 
-— — 
coe 


ESTABLISHED IN 1900 BY REINHOLD WAPPLER 


FREDERICK J) WALLACE. President 


American (ystoscope Jlakers, Ine. 


8 PELHAM PARKWAY PELHAM MANOR, NEW YORK 











Newer Medicinals 


Alucen Tablets, Central 


Indications: For treatment of peptic ulcer and 
hyperacidity caused by nervous stomach. 

Description: Each chewable tablet contains 
methscopolamine nitrate, | mgm.; and Alumi- 
num hydroxide-magnesium carbonate, 380 mgm. 

Dosage: One, or two, tablets after meals and 
at bedtime. 

Supply: Bottles of one hundred. 


Dactilase, Lakeside 

Indications: For a wide range of gastro- 
intestinal disorders in which pain, spasm, and 
gas are associated with faulty digestion, includ- 
ing nervous indigestion, dyspepsia, pancreatic 
insufficiency, postcholecystectomy, gastroenter- 
itis, biliary colic, postgastrectomy, spastic colon, 
heart burn, cardiospasm, pylorospasm and 
dysphagia. 

Description: Each tablet contains Dactil, 50 
mg.; standardized cellulolytic enzyme, 2 mg.; 
standardized amylolytic enzyme, 15 mg.; stand- 
ardized proteolytic enzyme, 10 mg.; pancreatin 
3X, 100 mg. (equal in activity to 300 mg., 
pancreatin N.F.), and taurocholic acid, 15 mg. 

Dosage: One tablet with or immediately fol- 
lowing each meal. Tablets should be swallowed 
whole. 

Supply: Bottles of sixty. 


Heb-Cort N 4% Cream, Barnes-Hind 


Indications: New dosage form for the topical 
treatment of allergic dermatoses, neuroderma- 
titis, pruritus, infantile dermatitis, atopic der- 
matitis, and other non-specific dermatologic 
disorders. 

Description: Hydrocortisone alcohol, U.S.P., 
Y/4% and neomycin sulfate, U.S.P., 5 mgm./am. 
(equivalent to 3.5 mgm./gm. Neomycin Base) 
in Heb base. 

Dosage: Apply gently two, or three, times a 
day after cleansing the affected areas. 

Supply: Two-ounce jar. 


Metaphor Ointment, Borden 

Indications: For the relief of irritation, pain 
and itching of minor skin disorders. 

Description: Contains protein hydrolysate 
with methiodine and benzethonium chloride in 
an emollient water-washable base. 

Dosage: Topically to affected areas several 
times daily. 

Supply: One and one-half ounce tube. 


Mylanta, Stuart 

Indications: For gastric distress due to hyper- 
acidity and gas entrapment. 

Description: Each tablet, or 5 cc. of liquid, 
contains magnesium hydroxide, 200 mgms.; 
aluminum hydroxide, 200 mgms.; methylpoly- 


siloxane (activated), 20 mgms. 

Dosage: One, or two, tablets (or teaspoon- 
fuls). 

Supply: Liquid, Twelve ounces; Tablets, 100. 


Phazyme w/Phenobarbital, Reed & Carnrick 

Indications: For the relief of discomfort due 
to gastrointestinal gas. 

Description: Each two-phase tablet contains 
in the outer layer for release in the stomach, 
pepsin, N.F. 100 mg., diastase 25 mg., specially 
activated dimethyl polysiloxane 20 mgms. and 
phenobarbital, 15 mgms.; and in the inner core 
for release in the duodenum, pancreatin, N.F. 
240 mgms. and specially activated dimethyl 
polysiloxane 40 mgms. 

Dosage: One tablet with meals and upon 
retiring. 


Supply: Bottles of fifty. 


Reactrol, Tailby-Nason 

Indications: For the management of allergic 
and pruritic conditions. 

Description: Each tablet contains ciemizole 
HCl, 20 mgms. 

Dosage: Children three to six years: one-half 
to two tablets daily in divided doses; Children 
over six years: one to three tablets daily in 
divided doses; Adults: two to eight tablets 
daily in divided doses. 

Supply: Bottles of sixty. 


Soy Dome Lotion pH 5.0, Dome 

Indications: A replacement for ordinary soap 
in skin conditions. 

Description: Contains hexachlorophene 3%, 
and colloidal soy bean complex in the Acid 
Mantle vehicle. 

Dosage: Apply as soap by rubbing in gently 
twice daily. 

Supply: 6 oz. bottles. 


Texacort Lotion 50, Texas 

Indications: For topical maintenance therapy 
of infantile eczema, atopic dermatitis, and other 
eczematous eruptions. 

Description: 0.5% hydrocortisone alcohol in 
a nonionic oil-in-water emulsion base at a pH of 
4.6. 

Dosage: Apply three, or four times daily. 

Supply: Two-ounce glass bottles. 


VAD, 3 Oz. Tube, Walker 
Indications: For diaper rash and other skin 
irritations—in a 3-oz. tube, 
Description: Contains 
USP Units; Vitamin D, 
allantoin, 0.10%. 
Dosage: Apply to affected areas. 
Supply: Three oz. tube. 


vitamin A, 100,000 
10,000 USP Units, 
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combats skin infection as it soothes pain, itching — speeds healing 


The highly effective wide-spectrum local antibiotic neomycin is combined in new Neopan 
Cream with soothing, healing pantothenylol (as available in Panthoderm Cream). Virtually 
free from sensitization or irritation...this esthetic, water-miscible cream relieves pain, 
itching and irritation and speeds tissue repair as it prevents or controls infection* in... 
simple hemorrhoids e rectal irritation « simple fissures 
eczemas e- pyogenic dermatoses e- infected wounds 
proctitis « pruritus ani 


*systemic anti-infective agents should also be used where necessary. Each gram of NEOPAN contains: 
NEOMYCIN SULFATE . 5 mg. (0.5%) 
SAMPLES to the profession upon request. (equivalent to 3.5 mg. neomycin base) 
. " 7 PANTOTHENYLOL . . . 20mg. (2%) 
u. Ss. Vitamin & pharmaceutical corp. —° w2ter-miscible cream base 


Arlington-Funk Labs., division * 250 East 43rd Street, New York 17, N. Y. supplied: 2 oz. and 1 Ib. jars. 


NEOPAN 


combats skin infection as it soothes pain, itching — speeds healing 








BOOK REVIEWS 





DIAGNOSIS OF UPPER GASTROINTESTINAL 
HEMORRHAGE. By Eddy D. Palmer, M.S., 
M.D., F.A.C.P., Lieutenant Colonel Medical 
Corps, U. S. Army Chief, Gastroenterology 
Service, Brooke General Hospital, Fort Sam 
Houston, Houston, Texas. Clinical Associate 
Professor of Medicine, Baylor University Col- 
lege of Medicine. 58 Pages. Published by 
Charles C. Thomas, Bannerstone House, 301- 
327 East Lawrence Avenue, Springfield, 
Illinois, U.S. A., 1961. 


This book reflects the author’s experience 
in the treatment of upper grastrointestinal 
hemorrhage. This approach is by “aggressive 
diagnostic management.” 

He reports on 862 adult patients, seen be- 
tween 1945 and 1960. The author is correct 
when he states that there are urgent practical 
reasons for attempting to determine location 
and nature of the bleeding site as quickly as 
possible. He claims that it is neither difficult 
nor dangerous to make a rapid and accurate 
diagnosis in the bleeding patient by endo- 
scopic and roentgenologic examination. As- 
suming that his observations are correct, there 


FOR SPECIALISTS 


STANTON 
NEEDLE 
HOLDER 


A long needle holder 
with slender, taper- 
ing jaws and overlap- 


ping shanks to give greater visibility. Length 10”. Cat. No. 


CR 10657. Price $21.00. 


= 


FURRY CRYPTOTOME 


We are the only ones to offer the 
Furry Cryptotome in stainless 
steel. Correct model approved by 
Dr. Furry. Blunt point and sharp 
inner edge. Cat. No. CR 11020. 
Price $9.00. 








less Steel. Cat. No. CR 10300. Price $16.00. 


Every one of the instruments shown here was first made for its originator by us. We 
operate one of the few instrument shops in this country. That is why we are able to 


control the quality of the instruments sold by us. 


WOCHER'S 


MAKERS OF PROCTOLOGICAL INSTRUMENTS 


609 COLLEGE ST. 
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BARR-SHUFORD 


Two prominent specialists collaborated to make this the most popular and useful 
tool at the Proctologists command. Perfect for either examination or injection of pile 
masses. Also useful as a dilator. Tapers from 54” to 2” with a length of 444”. Stain- 


is no doubt that therapy can be improved if 
it is based upon an accurate early diagnosis. 

The book emphasizes diagnostic manifesta- 
tions, and there are very fine endoscopic and 
roentgen illustrations, 


FUNDAMENTALS OF NERVE BLOCKING by 
Vincent J. Collins, M.S., M.D. Associate 
Professor of Anesthesiology, New York Uni- 
versity Medical Center and Anesthesiologist, 
Bellevue Hospital Center, with the assistance 
of Emery Andrew Rovenstine, M.D., Profes- 
sor of Anesthesiology and Chairman of 
Department of Anesthesiology, New York 
University Medical Center and Director 
Division of Anesthesia, Bellevue Hospital 
Center—published by Lea & Febiger, 1960. 
354 pages—144 illustrations—price $9.50. 


This is a very excellent and highly authori- 
tative book. As the author points out in his 
preface, the history of nerve blocking is “pe- 
culiarly identified with medical practices at 
Bellevue Hospital.” The first pain clinic was 
established at Bellevue under the direction of 
E. J. Rovenstine, who assisted Dr. Collins in 
the preparation of this excellent text. 

This book has been written “to record in 
part the material and techniques presented in 
the original course at New York Medical 
Center.” It covers both the principles and 
problems of nerve blocking and the techniques 
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of the regional procedures. It is well written, 
adequately illustrated, and may be recom- 
mended for the general practitioner, general 
surgeon, the anesthesiologist and the proc- 
tologist. 


CHEMISTRY OF DIGESTIVE DISEASES. By 
John R. Gamble, M.D., Clinical Instructor 
in Medicine Stanford University School of 
Medicine; and Dwight L. Wilbur, M.D., 
Clinical Professor of Medicine Stanford Uni- 
versity School of Medicine, Pages IOI. 
Published by Charles C. Thomas, Springfield, 
Illinois, U.S.A. 


The application of insights of physiology 
and biochemistry to the clinical study of the 
gastrointestinal tract are described in this 
little monograph. 

Excellent considerations are given to gastric 
secretion and digestion, gastric hyper and 
hypo secretion, and disturbances of intestinal 
chemistry. 

The proctologist will be especially interested 
in the sections on Intestinal Secretion and 
Digestion, Intestinal Absorption, and the Mal- 
absorptive Syndromes. 

The text is well written, well founded in 
a synthesis of basis research, and quite prac- 
tical in its clinical applications, Controversial 
subjects are pointed out and adequately dis- 
cussed, 









PRU! 


pruritus ani due to a defi- 
ciency of the lactobacillus 
group of bacteria in the 


pruritus ani, stools are usu- 
ally alkaline. MALTSUPEX 


heaping measures.) 


8 oz. and 16 oz. 


in INTRACTABLE CASES of 


“Malt Soup Extract powder can 
confidently be expected to cure 





Borcherdt's 


feces.''! (Raddin) In WIQIIRMSStINaiy itching disappears, usu- 


(Malt Soup Extract), a neutralized 


Send for samples and clinical papers 


DOSE: 2 tbs. in milk twice daily until itching stops 
and perianal skin becomes normal. (Powder, use 


AVAILABLE: At pharmacies, liauid and powder, 


BORCHERDT COMPANY 217 N. WOLCOTT AVE., CHICAGO 12, ILL. 


Gastroenterologists and proctologists will 
find this text of considerable interest. They 
will find it particularly useful for the evalu- 
ation of underlying chemical mechanisms in 
gastrointestinal disorders as a basis for more 
effective therapy. 


MEDICAL ALMANAC, 1961-62. Compiled by 
Peter S. Nagan, A.B., M.A., M.S. A com- 
pilation of general information, statistics and 
other data relating to medical care, medical 
education, medical organizations, and litera- 
ture, incidence of illness and economic as- 
pects of medical practice. Published by the 
W. B. Saunders Company, Philadelphia and 
London, 1961. Pages 514. 


This unusual publication will prove very 
useful to medical societies, medical libraries, 
and many organizations and individuals. It 
brings together in one volume a very wide 
range of statistical material, and many facts 
about the non-clinical aspects of the medical 
profession. 

It is intended that this will be a regularly 
revised reference book. The scope of material 
is tremendous, and undoubtedy = become 
even greater with the passage of tim 

It will be a very useful book-shelf oe desk 
volume for the medical administrator, the 
librarian, the editor and the writer. 


for SUCCESSFUL 
ORAL TREATMENT 
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barley malt extract, encourages 
the growth of an aciduric intestinal 
flora. Feces become soft, 
have an acid reaction, 
and intractable rectal 





ally in 3 or 4 days. 
Healing of the perianal skin 
takes about 3 weeks.” (Brooks) 


1. Raddin, J. B.: ‘'Pruritus Ani'', Medical Times, 
July 1961. 

2. Brooks, L. H.: ‘Use of Malt Soup Extract in the 
Treatment of Pruritus Ani'’, Dis. Col.4Rectum, 
Vol. 1, No. 5, Sept.-Oct. 1958. 
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@ Whether it is the improved, 
Self-Retaining Smith's, with 
non-slip ratchet, Moon's or 
Sawyer’s, you will find it among 
Dittmar-Penn’s most complete 
e MOON (2 sizes) Variety of non-illuminated 
Rectal Specula, Retractors, 
Hooks and Probes. 
© SMITH 


Available through recognized surgical supply dealers, 


@ SAWYER (3 sizes) 
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